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Community participation has been hailed as the panacea for most community programmes. 
Community participation at high levels empowers communities, increases self-reliance, self-
awareness and confidence in self-examination of problems and seeking solutions for them 
Behavioural changes are promoted and utilisation and support of services is facilitated, which is 
of great importance in antenatal care and generally in this present day of HIV/AIDS. The 
purpose of this study was to determine the extent to which women were participating in the 
provision of antenatal care. Secondly, the study sought the pregnant women's perceptions and 
expectations regarding their participation in the provision of antenatal care and to find out at 
what level if any, the women wanted to be involved in the provision of antenatal care. 
The theoretical model guiding this study was Rifkin' s model for evaluating community 
participation. A guided interview was conducted with 30 conveniently selected pregnant 
mothers residing in the area of the Chinamhora clinic. The results indicated limited participation 
in the five process indicators of community participation. 
However, all the women regarded community participation as being important. The majority of 
the women wished to be involved at high levels of participation. 
The results of this study should be valuable to health care professionais in formulating strategies 
and modifying existing programmes to enhance community participation, with the 
decentralisation of health services in Zimbabwe. 
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I 
CHAPTERl 
ORIENTATION TO THE STUDY 
1.1 INTRODUCTION 
Since the adoption of the concept of primary health care (PHC) by the World Health 
Organization (WHO) member countries in 1978 at Alma Ata, community participation has been 
hailed as the panacea for most community programmes (Rifkin 1990:7; WHO 1995:25). This 
view has led to a paradigm shift in the provision of health care in developing countries. There 
has been a recognition that communities differ geographically in life styles, beliefs and values 
and therefore their involvement in programmes would enrich the provision of those programmes. 
The WHO and the United Nations Children's Education Fund (UNICEF) emphasised that 
merely giving health information to a community is not as effective in promoting optimum 
health as fostering community participation in the provision of services (Rifkin 1990:2). 
Furthermore, there is a shift in viewing health narrowly in terms of diseases to a broader 
perspective where health is an integral part of the socio-economic development, hence the 
promotion of multidisciplinary and multisectoral approaches to health (Rifkin 1990:2). King 
(1996:220) asserts the vital importance of a multidisciplinary, intersectoral team approach in the 
promotion and facilitation of community participation. The emphasis today is therefore on 
community participation that suits local conditions. 
In line with this paradigm shift Zimbabwe is implementing the PHC approach, which has 
community participation as one of its principles. The Ministry of Health, Zimbabwe (1992:3) 
states the following: 
" . . . in this process the mass of the people should be both the major activists and 
main beneficiaries". 
Community participation 1s defined as community involvement or partnership between 
individual groups, organisations and health professionals in health and health activities (WHO 
1995:225). People are empowered to express their rights to be active in the development of 
appropriate health services (NPPHCN 1999). 
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Community participation has several advantages (WHO 1991: 15) including; community 
participation at high levels empowers communities, increases self-reliance, self-awareness and 
self-confidence in self-examination of problems and in seeking solutions for them. Community 
participation promotes equity through sharing responsibility, solidarity and serving those in 
greatest need. Behavioural changes are promoted and utilisation and support of services is 
facilitated. Culturally more appropriate services are created as communities contribute their 
unique knowledge. However, the concept of community participation is a complex one. Its 
complexity lies not only in its many definitions but also in the fact that it has to be acceptable to 
the community, the service providers and the government. Community participation may be 
seen as a way of releasing the responsible ministry of its duties. It may also result in the 
promotion of local elites and the community may be seen as a threat to political authorities when 
community members become more demanding (WHO 1996: 16). 
Most studies that evaluate the worth of community participation usually limit their investigations 
to the health care providers and the different programmes on community participation. Very 
rarely do researchers focus on the actual involvement of the community itself in these 
programmes. The developing countries in Africa, Latin America and China are implementing 
different approaches of community participation. Many of these programmes have suffered from 
nonsustainability (WHO 1995: 225). 
"Despite many successes the maJonty of community health programmes and 
activities come to an untimely end" (WHO 1996:34). 
Community participation therefore poses a great challenge to many developing countries that are 
implementing the PHC approach. Therefore in evaluating the extent of community participation 
programmes, it is important to investigate the views of both parties on the issue of partnership, in 
order to come up with locally acceptable strategies for stimulating and maintaining community 
partnership. 
1.2 BACKGROUND INFORMATION 
Zimbabwe adopted the PHC approach in 1980. Four levels of health care delivery were 
established; primary, district, provincial and central level (Ministry of Health Zimbabwe 
1986: 154). A variety of sectors exist within this structure, namely the Ministry of Health, the 
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Ministry of Local Government, church hospitals, industrial medical services and the private 
medical sector. The structure of the health system corresponds with the political structures 
established after independence. Zimbabwe is divided into ten provinces and each province is 
subdivided into seven or eight districts. The districts are further subdivided into wards and each 
ward comprise of several villages. A ward forms a catchment area for a clinic. Wards are 
discernible geographical units to which the term community in this study refers. The head of this 
community is a Councillor chosen by the people. These structures together with some health 
programmes in place have a potential for promotion of community participation. The major 
concerns, however, are the levels of participation and hence the continuity and sustainability of 
participation. Currently the health-care system is going through the process of decentralisation 
of management of services (Public Services Commission, Zimbabwe 1998:21). If this is 
successfully implemented it would greatly facilitate active community participation in identified 
priority health programmes. 
Maternal and child health (MCH) is one of the priority programmes being implemented. Efforts 
are being made to ensure that every pregnant woman has access to a trained health care provider. 
Pregnant mothers are expected to book for antenatal care (ANC) within the first 20 weeks of 
pregnancy: On the first visit, a thorough medical and social history is taken to obtain an accurate 
background of the client, on which to base subsequent management. A general physical 
examination, which includes abdominal palpation and assessment of vital signs such as blood 
pressure and pulse, is conducted. Laboratory investigations are carried out on urine and blood to 
exclude diseases such as diabetes and sexually transmitted infections. The woman thereafter is 
expected to attend the clinic regularly, initially at four weekly intervals up to 3 2 weeks then 
every two weeks until 3 6 weeks and then weekly until delivery. At the initial booking, health 
education is given in the form of a talk and these talks are repeated at subsequent visits. It is 
important for the mothers to be involved in planning and delivery of their health care in order to 
benefit from the system of community involvement. 
Although great efforts are being made to involve women in their antenatal health care, there 
appears to be limited community participation on the side of women. Involving women more in 
community participation could greatly benefit the health system, since women who use the 
health services, especially antenatal mothers in Zimbabwe, form part of the large group of the 
community members accessing health care services. 
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"In Zimbabwe the female population and children under 15 constitute about 70,00/o 
of the total population" (Demographic and Health Survey Zimbabwe 1995: 10). 
Stimulation of active participation of women in health development is therefore valuable. 
Plausible arguments have been presented in the literature explaining why women should actively 
participate in all aspects of their health care delivery (Rifkin 1990:7). Women have the 
traditional and natural role in providing care. !n Zimbabwe, the variety of traditional activities 
that women carry out, especially in the rural areas, such as child rearing, preparation of food, 
collection of water, firewood and tilling of fields reflect the multisectoral approach to improving 
health. They also have the opportunity of disseminating information during their course of 
normal domestic tasks (Rifkin 1990:6). 
1.3 PROBLEM STATEMENT 
Despite the fact that PHC has been used for almost 20 years in Zimbabwe, the community 
involvement of women in health care has not been evaluated. Although there has been great 
improvement in health care provision, it's not clear how much women are involved in the 
planning, decision-making, implementation and evaluation of their health care services. The 
antenatal mothers provide an ideal focus group to stimulate community participation in health 
care delivery. There is thus a need therefore to critically evaluate their participation in activities 
affecting them holistically. The communities have not viewed the extensive improvements in 
health care provision in the same light as health care providers. The improvements have been 
criticised as creating dependence on the health system instead of developing of self-care and 
self-reliance. This is reflected by the following view expressed in the news media: 
"With a clinic within walking distance that natural responsibility for self-
preservation was taken over by the promise of health from a bottle of pills" 
(Mushayakarara 1996:6). 
Since 1992 media reports highlighted the deterioration of health services in Zimbabwe. A health 
review commission was set up in January 1998 to look into the problems facing the country's 
entire health care delivery services. The review is still ongoing. This general review does not go 
beyond an evaluation of the material and personnel resources. There is also a need to evaluate 
the extent of participation by the community in these health care programmes. 
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1.4 PURPOSE OF THE STUDY 
Firstly, the purpose of the study was to determine the extent to which pregnant women were 
participating in the provision of ANC. Secondly, the study sought to find out the perceptions and 
expectations of pregnant women regarding community participation, and whether the women 
wanted to be involved in the provision of ANC. 
1.5 OBJECTIVES 
The objectives of the study were to: 
• determine the extent to which pregnant women were participating in their ANC within 
the existing health care system in Zimbabwe 
• determine the perceptions of the pregnant women attending ANC regarding their 
involvement in the antenatal health care delivery 
• determine pregnant women's expectations as to what their level of participation in the 
provision of ANC should be 
• validate the women's responses using a checklist 
1.6 RESEARCH QUESTIONS 
The study answered the following research questions: 
• What was the extent of participation of pregnant women in the provision of ANC within 
the existing health care system in Zimbabwe? 
• What were the perceptions of the expecting mothers attending ANC regarding their own 
involvement in the antenatal health care delivery? 
• What were the expectations of pregnant women regarding their participation in the 
provision of antenatal health care in Zimbabwe? 
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1.7 RESEARCH APPROACH AND METHOD OF DATA COLLECTION 
A quantitative, nonexperimental, descriptive and exploratory design was utilised to answer the 
research questions through the use of a structured questionnaire and a checklist. 
1.8 SIGNIFICANCE OF THE STUDY 
No other similar research could be found in Zimbabwe assessing the views of the community on 
their participation in health care programmes. This research could provide basic data for nurses 
and other professionals involved in health care programmes. The information on the extent of 
participation would provide a starting point for subsequent evaluations of community 
participation. The knowledge on the extent of participation and the views of the community 
would enable the policy makers to come up with appropriate interventions for paving a way for 
the desired equal partnership between the community and the health care providers. This equal 
partnership should boost client satisfaction levels, which in the long run could contribute to the 
improvement of the effectiveness of ANC services and the reduction of health care costs in 
Zimbabwe. 
1.9 DEFINITIONS OF KEY CONCEPTS 
• Community 
"A social group determined by geographical and or common values and interest. Its 
members know and interact with each other. It functions within a social structure 
and exhibits and creates norms, values and social institutions. The individual belongs 
to the broader society through membership in the family and the community" (WHO 
1994: 7). 
In this study the community refers to the antenatal mothers permanently residing in the villages 
of Murape ward, Goromonzi district. This area is also popularly known as Domboshawa. 
Murape ward is the catchment area of Chinamhora clinic. 
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+ Community participation 
Community participation is defined as an active process in which the client or the community 
identifies its needs and works in partnership with health care professionals to meet its needs for 
improved health. It is used synonymously with community involvement (Rifkin 1990:14). 
In this study the clients (expectant mothers) were expected to work in partnership with the health 
care workers within the existing health care framework. The existing framework comprised 
structures that are supposed to cooperate in a multisectoral approach. 
+ Health care providers 
Health care providers refer to all grades of nurses working at Chinamhora clinic, Goromonzi 
district, including the environmental health technicians. 
+ Perceptions 
Perceptions refer to insight or intuition gained by perceiving interpretation of information that 
one is receiving through different senses (Collins English Dictionary 1986:626). 
+ Expectations 
Expectations refer to something looked forward to whether feared or hoped for. (Collins English 
Dictionary 1986:296). 
+ Primary health care (PRC) 
PHC is essential health care based on practical scientifically sound and socially acceptable 
methods and technology made universally accessible to individuals and families in the 
community through their full participation and at a cost that the community and country can 
afford to maintain at every stage of their development in the spirit of self reliance and self-
determination (Ebrahim & Ranken 1998:5). 
8 
• Pregnant woman/expecting mother/woman 
In this study the above words are used interchangeably. Pregnant women are members of the 
community, namely Murape ward that under normal circumstances seek ANC from Chinarnhora 
clinic. 
• Antenatal care (ANC) 
ANC is the care or monitoring during pregnancy that women receive from health care clinics. 
The care enables the mothers to reduce possible risks or dangers of pregnancy and labour. 
1.10 THE CONCEPTUAL FRAMEWORK GUIDING THIS STUDY 
The conceptual framework guiding this study is Rifkin' s pentagram model for assessmg 
community participation in health programmes. This model was chosen because it allows the 
examination of multiple factors in assessing the level of participation. This model is derived 
from the five levels of participation, namely: 
( 1) The first level where people participate in benefits of the programme 
(2) Second level where people participate in programme activities 
(3) Third level where people implement health programmes 
(4) Fourth level where people participate in monitoring and evaluation of health care 
programmes 
( 5) Fifth level where people participate in planning health care programmes 
These levels came up following an analysis of 100 cases of community participation (Rifkin 
1990: 11). On recognising the need to examine the process, rather than the impact of community 
participation, six factors which influence participation were identified, namely: 
(1) needs assessment 
(2) leadership 
(3) organisation 
(4) resource mobilisation 
(5) management 
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( 6) focus on the poor 
The first five factors make up the pentagram model for assessing community participation_ The 
sixth factor is excluded because of the complexities involved in the measurement of equity. For 
each of the five factors a continuum could be drawn_ At one end there is wider participation and 
at the other end narrower participation where no lay person is involved in planning and decision-
making. The continuum is then divided into a series of points and a mark can be placed at a point 
that closely describes participation in the health programme at a given time. The different 
continuums were brought together to form a spoke-like configuration (see figure 1.1 ). 
Management 
Resource 
Mobilisation 
Organisation 
Figure 1.1 
Needs assessment 
(Rifkin Muller & Bichmann 
1988: 934) 
Leadership 
The five process indicators for community participation 
The first point where the spokes connect is not taken as the first level because it is recognised 
that in any community there already exists some participation that people undertake. Rifkin's 
model then ranks each of the five indicators in a five point scale as shown in table 1.1. 
Indicators are variables which help to measure changes (WHO 1981: 12) for example, adult 
literacy is an indicator for social and economic development. Indicators are used when changes 
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cannot be directly measured (Dreyer, Hattingh & Lock 1997:150). Information is required to 
measure the indicators so as to determine the progress made. In this study, in order to determine 
the extent of community participation in Murape ward, five process indicators for community 
participation were used. These were leadership, organisation, resource mobilisation, 
management and needs assessment. Data to determine the extent of participation in each process 
indicator was collected from pregnant mothers. 
Table I: I shows Rifkin's descriptions of narrow participation and wide participation in each 
indicator. 
• Leadership: is narrow when leadership is one sided for example when health workers 
assume leadership and wide when the ward health committee (WHC) represents a variety 
of interests in the community and has control in community health activities. 
• Organisation: is narrow when WHC is imposed by the health workers and is inactive and it 
is wide when community organisers are involved in the creation of the WHC. 
• Resource mobilisation: is narrow when there are no fees for service and the WHC does not 
decide on any resource allocation. It is wide when considerable amount of resources are 
raised by fees or otherwise and WHC is involved in the allocation ofresources. 
• Management: is narrow when induced by the health professionals and the WHC is only 
supervised by health staff. It is wide when the WHC is also actively involved in the 
supervision of community health. 
• Needs assessment: participation is narrow in needs assessment when needs are imposed 
from outside with health professional views only and it is wide when community members 
in general are involved in needs assessment. 
Table 1.1: Ranking scale for five process indicators for community participation 
Ranks 
Narrow, nothing l Restricted, small 2 Mean, fail 3 Open, much good 4 Wide, very much 
excellent 5 
L Leadership (L) One-sided (i.e. wealthy minority; WHC functioning under WHC functioning Active WHC, tal<lng WHC fully represents 
[Wealth minority-variety imposing ward-chairman: health the leadership of an under the leadership initiative variety of interests in 
of interests] staff asswnes leadership; or: independent CHL of an independent community and controls 
inexistence of hetero2eneous WHC CHL CHL activities 
2. Organisation (0) WHC imposed by health services WHC imposed by health WHC imposed by WHC actively Existing community 
[Created by planners- and inactive services, but developed health services, but cooperating with other organisations have been 
community some activities became fully active community involved in creating 
or2anization 1 orvanisations WHC. 
3. Resources Small amount of resources raised Fees for services. WHC Community fund Community fund Considerable amount of 
Mobilisation (R.M) by community. No fees for has no control over raising periodically, raising periodically and resources raised by fees 
[small commitment + services. WHC does not decide on utilisation of money but no involvement in WHC controls or otherwise. WHC 
limited control-good any resource allocation collected control of expenditure utilisation of funds allocates the money 
commitment+ collected. 
committed controll 
-
-4. Management (M) Induced by health services. CHL CHLmanages WHC self-managed WHC self-managed CHL responsible to 
[professional induced- only supervised by health staff independently with some without control of and involved in WHC and actively 
community interests] involvement ofWHC. CHL' s activities supervision of CHL supervised by WHC. 
Supervision only by 
health staff 
5. Needs Assessment Imposed from outside with Medical point of view CHL is active WHC is actively Community members in 
(NA) [professional view- medical, professional point of view dontinates an 'educatio- representative of representing general are involved in 
community involved) (CHL, VHW, HP-stall); or latrine nal' approach. community view and community views and needs assessment. 
building programme imposed on Community interests are assessed the needs. assesses the needs. 
communitv also considered 
(Rifkin et al 1988:931) 
Adapted from Social Science Medicine 26(9):936 
VHW - Village Health Worker; WHC =Ward Health Committee; CHI..= Community Health Leader; HP= Health Post 
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Table I. 2 shows the three point scale which was designed with the contribution of some experts 
in community health nursing and also from the literature reviewed (Bjara, Haglund & Rifkin 
1991:203). To determine the extent of community participation in Murape ward, narrow, 
medium and wide participation were measured on each indicator. 
Participation was narrow when: 
• staff assumed leadership 
• village community worker (\/CW) worked as part of the health staff 
• externals and professionals made decisions 
• community only contributed official fees 
• professionals and outsiders decided on the needs of the community and health care 
workers are not functioning 
Participation was wide when 
• 
• 
• 
• 
• 
• 
WHC was active and represented a variety of interests in the community 
community made decisions using professionals as resources 
community contributed considerable amounts ofresources 
WHC was involved in the distribution ofresources 
community asked for programmes 
organisations were include.d in the creation of the WHC which was fully active and 
widely represented the community 
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Table 1.2: A three point scale used to determine the extent of community participation 
in this study 
Indicator Narrow Medium Wide 
[rauge] 
1 Leadership VHCandWHC. WHC functioning under WHC actively represents variety 
Not functioning, health staff leadership of health of interests in community 
assume leadership. VCW works professionals. Represent fewer 
under health staff vmuos 
2 Management Externals and professionals Joint decisions by Community makes decisions 
make decisions professionals and community using professionals as resources 
3 Resources Official fees only Contribution from community Considerable amount of 
mobilisation No other contributions but no control resources and WHC involved in 
allocation of resources 
4 Needs Imposed from outside. Professionals and community Community asks for 
assessment Professionals decide define needs together, programmes 
represents community 's views 
5 Organisation WHC created by planners and WHC created by planners and WHC fully active, widely 
health care workers not health care workers. representing the community. 
functioning. VCW chosen by the Functioning Existing organisations involved 
neon le in creatine the WHC 
VCW=Village Community Worker; WHC=Ward Health Committee; VHC=Village Health Committee 
1.11 CONCLUSION 
This chapter included the orientation of the study. PHC is a concept that has been seriously 
considered and implemented by a number of countries including Zimbabwe. Community 
participation is one central principle in PHC. It seemed little effort had been placed on 
evaluating the progress and extent of the community participation. The potential benefits of 
community participation warranted a closer look at how the main users of health care services 
viewed this important concept and ascertained their current levels of participation. 
1.12 OVERVIEW OF THE STUDY 
The study was expanded as follows in the dissertation: 
Chapter 1 
The problem statement, background, the purpose of study, objectives, research questions, 
research approach and method of data collection, significance of study, and definition .of key 
concepts, the conclusion and overview of the study introduced the research report. 
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Chapter2 
The literature review discussed in this chapter includes the concept of community and 
community participation, principles of community participation, levels of community 
participation, factors that enhance community participation, factors that impede community 
participation, models/theories of community participation, expected outcomes of community 
participation in health care, community participation: a comparative review, tools for 
assessing/measuring community participation, community participation in antenatal services, 
summary of the literature review. 
Chapter3 
Design of the study, the research setting, population, sampling, research instruments, validity and 
reliability, data collection, ethical considerations and data analysis will be explained. 
Chapter4 
Demographical data, level of participation, level of satisfaction with participation and the 
expectations of clients are analysed and discussed. 
Chapter 5: 
The conclusions and limitations of the research will be presented and recommendations for 
enhanced service and for future research will be provided. 
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CHAPTER2 
LITERATURE REVIEW 
2.1 INTRODUCTION 
In this chapter a review of research studies on community participation will be presented. The 
literature review is discussed under the following headings: 
• The concept of community 
• The concept of community participation 
• Principles of community participation 
• Levels of community participation 
• Factors that enhance community participation 
• Factors that impede community participation 
• Models/theories of community participation 
• Expected outcomes of community participation in health care 
• Community participation: a comparative review 
• Tools for assessing community participation/measuring community participation 
• Community participation in antenatal services 
• Summary ofliterature review 
2.2 COMMUNITY AND COMMUNITY PARTICIPATION 
The main objectives of a health care delivery system are equity, efficiency and effectiveness. To 
.. 
achieve community participation in health care, community health nurses and other health 
professionals should therefore focus their attention on the community as a client. However, the 
concept of community has several meanings. · 
2.2.1 Community 
The report on community health nursing of the expert conunittee of the (World Health 
Organization 1974:7) defined community as 
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" ... a social group determined by geographical boundaries and/or common values 
and interests. Its members know and interact with one another. It functions within 
a particular social structure and exhibits and creates norms, values and social 
institutions". 
There are three distinctive characteristics that are highlighted in this definition summarised by 
Stanhope and Lancaster (1992:254) as spatial or common locality (structural), interpersonal 
networks (personal) and social support (functional). Most health literature reflect these three 
forms of a community, for example Rifkin et al (1988:933) presented a community structurally 
in terms of geographical boundaries, socially in terms of basic interests and functionally in terms 
of target or risk groups. All these three definitions are important for the health professionals. 
Dennill, King, Lock and Swanepoel (1995:57) note that the definitions of a community in terms 
of the above categories do not specify some of the complexities that are present in the 
communities. Some of these complexities include the sharing of various aspects of basic 
existence and the bonding which develop between members of the community. Different 
classes, different interests, political differences and economic resources are critical issues that 
may act as barriers to community participation. The analysis of the concept of community 
highlights some complex issues that should be anticipated when facilitating the process of 
community participation. The complexity is worsened when the concept of community is 
combined with the concept of participation. There are also different views of community 
participation. 
2.2.2 Community participation 
Community participation, community involvement, community action for health and partnership 
in health are the descriptions given to the important mechanism of facilitating change or health 
development through the interaction with the community. The WHO and UNICEF recognise 
community participation as a fundamental factor in PHC, but the problem still lies in the 
identification of sustainable forms of community participation in the face of the different 
definitions and perceptions of community participation. To some promoters of community 
participation, community participation means contributions in terms of money, labour and 
materials by the community in the provision of health care. To some promoters it means 
representation by some community members on organisational structures. To others it means 
empowerment of a community to make decisions about its own affairs (Shishana & Versfeld 
1993:7). 
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The third meaning brings to light the term empowerment. It is important to understand this term 
or concept in relation to community participation because people seem to just talk about it but do 
not carry out the action. Empowering includes recognising the broad and widely diverse kinds 
of power that resides in different cultures, ethnic groups and geographic locations (Apps 
1994: 147). Empowerment means giving power to the communities by enhancing their capacities 
in order that they realise their freedom and assume greater responsibility for their own lives or 
health. Dunst and Trivette (in Stanhope & Lancaster 1996:491) came up with three 
characteristics of empowerment from definitions of empowerment as access and control over 
needed resources, decision-making and problem-solving abilities and the acquisition of 
instrumental behaviour needed to interact effectively with others to obtain resources. 
If the goal of the empowering process is to create a partnership, the abovementioned three 
characteristics should be present and it is recommended that the approach be positive and 
focused on competences rather than on problems or deficits. The interventions should be 
consistent with community cultural norms and communities' perceptions of the problem. The 
professionals should support the community in primary decision-making and bolster the 
communities' self esteem by recognising and using the communities' strengths and support 
network (Stanhope & Lancaster 1996:492). 
Dennill et al (1995:57) identified three characteristics that should be noted in the concept of 
community participation: 
• participation must be active 
• observation of people's rights and responsibility to exercise power over decisions that affect 
their lives (a community must be aware of its own and the others perceptions, rights and 
responsibilities) 
• there must be mechanisms available to allow the implementation of decisions made by the 
community 
Fulfilment of these characteristics in practice has been noted as a problem in several countries 
especially due to lack of training and education to give sufficient skills to the communities to be 
able to handle the relevant health issues (WHO 1995:226). The three characteristics form 
Rifkin' s definition of ideal community participation which states that community participation 
IS: 
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" a social process whereby specific groups with shared needs living in a defined 
geographic area actively pursue identification of their needs, take decision and 
establish mechanisms to meet these needs" (Rifkin et al 1988:933) 
If this definition is placed on a continuum it will be at one of the two extremes of community 
participation described by Askew, Carballo, Rifkin and Saunders (1989:6)_ At one end of the 
continuum, community participation is described as a means to improving the delivery of health 
services but with no community control over them. On the other far end community participation 
is accepted as a means by which communities are encou~aged to play a more influential role in 
the process of health development and having full control of the services. The two extremes of 
community participation are not regarded as desirable and should be avoided. A balance between 
the two extremes should be worked out and this means equal partnership, which Farley 
(1993:244) defines as a means whereby health professionals establish true partnerships with 
citizens so that power and decision-making are shared. 
Brown (1994:343) conducted a quantitative study of general practitioners and nurses in the inner 
city of Sheffield about community participation. Brown (1994:343) came up with a definition of 
community participation from the perceptions of the health professionals which states 
"... community participation concerns a social and political process founded in 
part upon individual rights to choice, information and consultation but including 
other tangible collective mechanisms and rights_ of involvement and voice along 
with organisational and community development strategies that enable the 
participation of all groups in society". 
This definition besides capturing the three characteristics of community participation also brings 
up three levels of participation namely individual level, group level and community level 
participation_ Brearly (in Dennill et al 1995:58) also gives three desirable components of 
community participation which are self-care, demedicalisation and democratization of health 
services. These components reflect the levels of participation in Brown's definition. However, it 
is important to note that the mechanisms differ in developed countries from those in developing 
countries. 
2.3 PRINCIPLES OF COMMUNITY PARTICIPATION 
In most developed countries community participation is in the form of sharing information with 
individuals and in the developing countries community participation usually involves 
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establishment of committees at local level and the participation of community representatives 
(WHO 1995:225). Participation in these two approaches differs in terms of groups involved. 
WHO member countries realise that the broad principles that apply to the basic concept of 
community development also apply to health development programmes, thus the forms of 
participation may differ but the principles of community development must at least be met 
Bopape (1980) in Dennill et al (1995:64) gave the principles of community development as 
follows: mutual involvement of both parties, motivation and stimulation of community to co-
operate, relevance of projects to community needs, respect for human dignity through 
involvement in making decisions on matters affecting their lives, education of people, support 
from central level, attention to economic and social development, and promotion of intersectoral 
action. 
2.4 LEVELS OF COMMUNITY PARTICIPATION 
The definition by Brown regarding community participation suggests levels of community 
participation in terms of groups at individual level, group level, and community level 
participation. These levels are important as health professionals have focused mainly on the 
participation of individuals and viewed health and health interventions from a microscopic 
perspective (Brown 1994:343; Sawyer 1995:18; WHO 1995:226). Although it is important to 
take note of the levels at which people are participating in terms of groups it is also important to 
note the levels in terms of involvement in different activities. Rifkin (1990:12) came up with five 
levels of participation following an analysis of l 00 case studies on community participation in 
health programmes (Oakleyl989:10; Rifkin 1990:12). Rifkin (1990:12) states that people can be 
involved at any of the five levels of participation as follows: (1) receiving benefits, services and 
information from experts, (2) participation in programme activities, for example distribution of 
contraceptives or contributing money to the health programmes, (3) participation in 
implementing health programmes such as choosing clinic sites or organising child welfare and 
nutrition clinics, (4) participating in monitoring and evaluation of programmes and (5) 
participating in decision-making and planning. 
Therefore it becomes important to determine and evaluate the level at which the communities 
participate. All levels of participation should be considered to ensure equal participation of all 
the groups involved. The community should be involved in the decision-making process 
regarding health policies and lay people such as village health workers or village development 
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workers may be incorporated to facilitate the demedicalisation process in order that equal 
partnership between the community and the health professionals could be achieved. A tool for 
evaluation of community participation was further developed from Rifkin's levels of 
participation indicating that several factors affect the level at which people participate in the 
provision of health care. 
2.5 FACTORS THAT ENHANCE COMMUNITY PARTICIPATION 
Equal partnership, social justice and self-reliance are the goals in community participation 
requiring that the following preconditions have been met for different forms of community 
participation to be sustainable (NPPHCN 1999). There has to be political commitment and 
involvement from the government. Secondly the reorientation of health professionals is crucial. 
Thirdly, the development of self-management capabilities of local communities and the socio-
economic situation in the country must be conducive to development. Dennill et al (1995:74) 
state that 
" only when all the members of the multidisciplinary, intersectoral health team 
acknowledges the community as an active equal partner of the team, in a spirit of 
cooperation and acceptance will the goal of optimal health for all become more than 
an unattainable dream." 
The development of self-management capabilities of local communities should be taken as 
essential, and finally the socio-economic situations in the country should be conducive to 
development. Some of these conditions are very difficult for most developing countries to meet, 
yet it is in these developing countries that community participation could have the greatest 
impact affecting the people's health status. 
2.6 FACTORS THAT IMPEDE UPON COMMUNITY PARTICIPATION 
Sprayberry (1993:251) (quoting Bennin Chin & Bennis 1976) suggests that with any new idea, 
successful change does not occur without considerable attention to seen and unforeseen 
problems, obstacles and opposition. Although there are several sound arguments for community 
participation, there are several obstacles to achieving sustainable community participation. 
Community participation is a very slow, time consuming process (Tumwine 1989:159; Shishana 
& Versfield 1993: 8). General apathy of the community, lack of organisation, lack of leadership, 
and above all poverty can militate against community participation. Community participation 
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should be a step by step process since it entails change in many aspects of peoples' lives, most 
importantly changing some of their values. Programmes to educate and train the communities 
might actually be hampered by a lack of financial and other important resources. Community 
participation will not be successful if the community itself is not prepared to partner with the 
health professionals and other community development agents. It becomes important to discover 
not only the views of the health professionals but also the community's expectations and views 
with regard to community participation. 
Freyens, Mbalulikeyo and Martin {1993 :253) referred to health professionals as intermediaries 
between the policy makers and the communities and emphasised that health professionals can 
therefore block or pass on instructions or suggestions. Freyens et al (1993:253) conducted a 
survey in Rwanda on the health workers' perceptions of community participation. Although few 
questionnaires were returned, this study revealed reluctance of health workers to consider the 
promotion of situations in which they would not hold the initiative and authority. Health workers 
in the study underestimated the people's potential and insisted on the need for hierarchical 
structures. Thus in this case health workers played a blocking role to community participation, 
and therefore recommendations were that health workers should be educated about community 
participation. However, the health workers' understanding of community participation remains 
as important as that of the community. Courtney, Ballard, Fauver, Gariota and Holland 
(1996:180) emphasise that the community has to agree to form a partnership. It is therefore 
important to establish the expectations of mothers regarding their participative role in ANC. This 
may help the health workers to prepare for the establishment of true partnerships with mothers. 
2.7 MODELS ON COMMUNITY PARTICIPATION 
Approaches to community participation differ from country to country, usually reflecting the 
socio-economic and political realities of each country (WHO 1995:225). In the United States of 
America models such as "Healthy Cities'', "Healthy Communities" and "Model for Standards' 
Initiatives" have been implemented. Health departments have worked together with these 
communities in problem-solving actions, assessment of community health needs using science-
based data, setting of priorities, implementation as well as evaluation and monitoring of health 
programmes. 
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The United Kingdom models seem to focus on individuals' participation in health promotion 
activities. However the public health movement in response to the WHO's call on Health for all 
by year 2000 seems to be moving towards the implementation of community participation at 
community level. 
Most developing countries have adopted the PHC approach to health development. Emphasis in 
these countries has been on involving the communities through two major approaches, namely 
the small scale community-based PHC projects and the large scale model which involves 
structural changes. An example of the small scale community-based PHC projects is found in 
Kenya where communities are involved in these projects and participate in the assessment of 
their own needs. The large scale model is applied in Zimbabwe where the health care system is 
organized in primary, secondary and tertiary levels. At each level there are committees 
including community representatives. There are limitations in both these two approaches. The 
community-based PHC projects, usually funded by nongovernmental organisations, might be 
difficult to duplicate in other areas due to a lack of financial resources. The representative 
approach also has limitations including the election of the representatives, education and training 
of the representatives in order that they become equal partners and represent their communities 
effectively (WHO 1995:226). 
2.8 EXPECTED OUTCOMES OF COMMUNITY PARTICIPATION IN HEALTH 
CARE 
The tool that was designed by Rifkin et al (1988:933) measures the extent of community 
participation only, the impact of community participation can not easily be separated from those 
of other factors affecting the health outcomes of a community. Although it is difficult to measure 
the impact of community participation separately, several desirable effects are recognised. 
Shishana and Versfeld (1993:7) give five desirable effects of community participation: 
• individual behavioral changes are promoted when the individual cooperates and is fully 
involved 
• informal communication would allow effective dissemination and receiving of first hand 
information from the community and thus improved coverage of the poor 
• communities share the burden of providing health care by providing material and human 
resources 
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• equity may be promoted through serving those with the greatest needs identified by the 
communities themselves 
• where communities are involved in decision-making, members gain a sense of control over 
their lives 
2.9 COMMUNITY PARTICIPATION: A COMPARATIVE STUDY 
Literature on community participation internationally shows that there are two major forms or 
approaches to community participation. There is participation at small scale and participation at 
a large scale. Small scale efforts are usually initiated by nongovernmental organisations (NGOs ). 
The Kenyan approach and the Indonesian self introspection approach are two examples where 
the communities became equal partners with the health services (Rohde, Charterjee & Morley 
1997:28; NPPHCN 1999). The community is involved in every phase of the programme, from 
the detection of a problem which is facilitated by a simple self-survey tool, to prioritisation and 
solution finding (Rohde et al 1997:31 ). The other small scale approach of many developing 
countries focuses on community health workers involved in the service provision, raising their 
awareness of health issues. This approach was adopted by Zimbabwe soon after independence in 
1980 but this was revised in 1995 when VCWs were chosen. These community workers were 
meant to be multipurpose persons executing health care activities, mobilising communities for 
income generating programmes and facilitating intersectoral collaborations. 
The large scale efforts have been implemented both in developing countries and developed 
countries. There is democratisation of health governance structures. The NPPHCN O 999) 
reported on community participation in the Republic of South Africa and also looked at two 
large scale experiences, namely the Canadian and the Cuban experiences. The Canadian 
experience presents problems such as the selection of representatives to the boards strengthening 
the health management teams. The approach also failed to recognise the need to empower the 
selected members of boards and also the communities as such. Compared to the Indonesian 
approach, the Canadian top down approach failed to bring about partnerships between the health 
care workers and the communities (NPPHCN 1999). 
The NPPHCN (1999) cites some success in the Cuban approach which followed a slightly 
modified approach to the democratisation of health structures' power, creating power-people 
assemblies at each level of governance. Two more strategies were used, the advisory 
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committees, and the family doctor programme compnsmg health oriented personnel. In 
comparison to Canada, Cuba did not simply place people on governance structures but "created 
space for the communities" (NPPHCN 1999). Other analysts, however, seem to think that the 
strategy of family doctors could be seen as encouraging communities to be dependent on health 
professionals. 
In South Africa, the Mpumalanga and Western Cape Provinces took the implementation of 
community participation seriously. They assessed their socio-economic and political realities and 
then reviewed the different forms that had been implemented worldwide selecting those 
mechanisms that best suited their local conditions. Despite all these careful analyses of the 
situations, several problems were encountered in meeting the preconditions to community 
participation. Political differences, existing in the Western Cape Province, affected the strategies 
of informing the communities about the district development processes (NPPHCN 1999). This 
shows that community participation is a complex and dynamic process needing constant 
evaluation as well as adequate resources for successful implementation. 
At independence in 1980, Zimbabwe formed similar committees to those in Cuba at each level of 
governance. Thus Zimbabwe adopted two strategies at independence, namely the village health 
worker strategy and the committees approach. The village health worker position has since been 
transformed to a what is called a VCW (a multipurpose cadre). Both strategies were very 
promising at the beginning but several socio-economic factors caused slow progress in 
implementing and promoting the ideal of community participation. The Ministry of Health, 
Zimbabwe (1986:65) is proposing the reintroduction of the village health workers suggesting 
that the VCW s might have been ineffective in coordinating the different activities from the 
various departments. However, the village health worker entails a number of issues including 
remuneration and training, which require funding. The economic reform programme led to cuts 
in the health care budget, making some of these programmes difficult to implement. There is 
another strategy which is in the process of implementation, the decentralisation process of health 
governance structures. This decentralisation process hopes to enhance community participation. 
The international experiences show that preconditions have to be met for this approach to be 
sustainable (Shishana & Versfeld 1993:7; Dennill et al 1995:68; WHO 1995:225; NPPHCN 
1999). Efforts are in place to reorient the health professionals but there might be problems of the 
top down approach. Income generating projects have been introduced to improve the socio-
economic status of the communities. It is, however, important to note the nature of these 
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programmes, as many might not be due to the communities' initiatives. Outsider initiated 
programmes have a high risk for nonsustainability, probably because of lack of commitment on 
the part of the communities concerned. 
2.10 TOOLS FOR ASSESSING/MEASURING COMMUNITY PARTICIPATION 
Evaluation of the community participation strategies is very important, but it seems to be lacking 
in many countries implementing such initiatives. Rifkin et al (1988:931) came up with five 
levels of participation following an analysis of 100 case studies on community participation in 
health programmes, as discussed in section 2. 8. 
From these five levels of participation a model for evaluating community participation in health 
programmes was further designed, providing the framework guiding this study. 
2.11 COMMUNITY PARTICIPATION IN ANTENATAL SERVICES 
Community participation in MCH programmes has been implemented widely, but it seems as if 
the level of participation, and the evaluation of these programmes has been a major concern. 
Participation has mainly focused on involving communities in programme activities such as 
receiving benefits, providing labour and materials (NPHCN 1999). Ozcede and Akin (1998:89) 
reported about this form of participation. A community based project which aimed at improving 
the accessibility of maternal health and family planning services to local people was 
implemented in Polatli district, Turkey, funded by United Nations Population Fund (UNPF). 
Female and male community workers were introduced. They were trained in basic 
communication skills and record keeping and some of their duties included distributing iron 
supplements to pregnant women, following up pregnant women in accordance with given 
criteria, encouraging women with obstetric and gynaecological problems to visit health centers 
or hospitals offering family planning consultations and distributing condoms and contraceptive 
pills. The communities in this project were participating at low levels according to Rifkin's 
levels of participation. Projects such as these suffer the problem of sustainability. Firstly, in this 
project even the implementers doubted whether community awareness of the issues had been 
developed. Secondly, the local health authorities did not fully support the project and they were 
not prepared to take over the project, implying that the project was not going to be extended to 
other areas. 
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However, there are small scale MCH programmes implemented in some developing countries 
that involve communities at high levels of participation. Communities were involved in the 
identification of problems, planning and programming of action, mobilisation of local resources, 
control and evaluation of processes, assumption by the local people of responsibilities, and 
implementation of decisions. Reported examples of such countries are Kenya and Indonesia. 
Mechanisms for facilitating community participation were introduced such as village health 
committees, community health workers, health education programmes, health campaigns, 
discussions and local meetings (Murray 1996:250; Rohde et al 1997:28). Although successful, 
extending the same approach to other areas might remain problematic. 
2.12 CONCLUSION 
Community participation is a widely accepted concept, not only limited to the developing 
countries. Developed countries also promote the concept of community participation (Sawyer 
1995:17; WHO 1995:225; Courtney et al 1996:77) Community participation involves a 
partnership between the health care providers and the community. Courtney et al (1996:180) 
emphasise the importance of willingness of both parties to forming partnerships. Health care 
professionals are to share power and form high level partnerships. 
Community participation has been widely accepted and implemented. Small scale and large scale 
models have been implemented in different countries, and the major findings in these approaches 
reveal different levels at which people participate. However, evaluation has mainly centered on 
the health care workers and the different types of programmes, but rarely on the actual 
involvements of the communities concerned. Studies also indicate that health care professionals 
have mainly focused on low level community participation such as individual self-care. It 
becomes imperative to discover the extent to which women are participating in the provision of 
ANC in Zimbabwe, and also to gather the women's views on how they can be better involved. 
The views of the community are not always the same as those of the professionals; these 
differences can be obstacles to successful development of community participation. Rifkin' s 
tool for evaluation of community participation was constructed, following an evaluation of 100 
case studies of community participation in health programmes, provides the framework for 
conducting this study. 
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The next chapter will explain the research design and methods used to obtain information about 
Zimbabwe women's participation in providing ANC. 
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CHAPTER3 
RESEARCH DESIGN AND METHODS 
3.1 INTRODUCTION 
The purpose of this study was to determine the extent to which Zimbabwe's women were 
participating in the provision of ANC. Secondly, the study sought to find out the perceptions and 
expectations of pregnant woman regarding community participation and to find out at what level 
if any, the women wanted to be involved in the provision of ANC. This chapter presents the 
research design, the research settings, population, sampling procedure, research instruments 
used, data collection, methods of data analysis and ethical considerations. 
3.2 RESEARCH DESIGN 
A research design is the researcher's overall plan for obtaining answers to research questions on 
testing research hypotheses (Polit & Hungler 1999: 155). This study utilised the quantitative 
nonexperimental, descriptive and exploratory research design. This design involved observing, 
counting, describing, classifying and investigating the full nature of the phenomena under study. 
The observations were made at one point in time. 
This design was appropriate as it facilitated collection of data on the extent of community 
participation in the provision of ANC as well as the perceptions and expectations of the 
respondents regarding such community participation. 
Although the descriptive study was the most appropriate design for this study, it has limitations. 
Verbal responses may be unreliable as some respondents might be intimidated by the situation 
and respond in ways they think would please the researcher. Several ways were used to reduce 
such responses. Firstly, the respondents were interviewed in their own homes, ensuring privacy. 
Secondly, the researcher created a conducive, nonthreatening and accepting environment by 
discussing and exchanging nonserious material and explaining the nature and purpose of the 
investigation. Thirdly, the researcher was not formaliy dressed in uniform. Fourthly, some 
questions were asked in different ways in subsequent sections to verify and ensure consistency. 
Lastly, communication was in the Shona language, the respondents' home language. The 
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researcher entered the responses of the respondents on the questionnaire to avoid incorrect 
entries. Each respondent was assured that her answers would remain anonymous. 
3.3 THE RESEARCH SETTING 
The study was conducted in the Murape ward, in the Goromonzi district of Zimbabwe. The area, 
popularly known as Domboshawa, is situated about 30 km outside Harare, the capital of 
Zimbabwe. This area is served by one health clinic and by the Makumbe district hospital. The 
clinic caters for the health needs of 13 855 people, including pregnant women seeking ANC. The 
clinic is headed by a state certified nurse who works with three other certified nurses and three 
auxiliary nurses. The health team also works in conjunction with village community health 
workers. The village community health workers form part of the political structure created at 
local level to encourage or facilitate community involvement in programmes provided for the 
community. 
3.4 POPULATION 
The population is the entire group of persons or objects that is of interest to the researcher and to 
whom the results could be generalised (Polit & Hungler 1999:232). The population in this study 
were pregnant mothers from the ten villages of Murape ward, who under normal circumstances 
would receive ANC from Chinamhora clinic. 
3.5 SAMPLING 
Sampling is the process of selecting a portion of the population to represent the entire population 
(Polit & Hungler 1999:279). A sample is advantageous because it is more practical and less 
costly than collecting data from the population. The sampling procedures determine the 
representativeness and generalisability of the study to the whole population from which the 
sample has been selected. 
There are two different sampling methods, probability sampling and nonprobability sampling. 
Probability sampling is a selection process that ensures each participant the same probability of 
being selected. Random sampling, a type of probability sampling is the best method for ensuring 
that a sample is representative of the larger population. Random sampling would have been the 
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ideal method for this study but it was not possible to apply this method. Non-probability 
sampling is a selection in which the probability that any one individual may be selected is not 
equal to the probability that another individual may be chosen. The probability of inclusion and 
the degree to which the sample represents the population are unknown (Brockopp & Hastings-
Tolsma 1995:172). A convenience sample is an example of non-probability sampling. A 
convenience sample is obtained by selecting those participants that are readily available. The 
total sample size for this study was 30, conveniently selected pregnant women. The initial plan 
was to select and interview eligible pregnant women during their routine ANC visits at 
Chinamhora clinic. However, at the time of data collection the pregnant women had stopped 
attending ANC clinics because of recent increases in fees for health care services. Thus a 
decision was made to follow up and interview the pregnant women in their homes. 
The target population was pregnant women with one or more children with a current and prior 
history of using the ANC services. Women with first pregnancies would not be able to supply 
historical information on ANC services in the area, therefore only those pregnant women with 
prior use of these services were included. This would allow the researcher to gather accurate 
information and indications of trends into the provision of these ANC services. 
Initially, the plan was to select 60 individuals from six selected villages, because of the limited 
number of individuals meeting the criteria for inclusion in the research, a decision was made to 
include all I 0 villages and also reduce the sample size to 30. Because of the limited number of 
individuals meeting the above criteria the sample of 30 represented the target population 
covering the IO study villages. 
+ Sampling procedure 
• Each VCW made a list of pregnant women in her village. 
• Each VCW then organised a meeting on specific dates with the pregnant women and the 
investigators at the VCWs' homes. 
• At least two days were set aside for each village. 
• On the first day a meeting was held with the women to select the eligible clients. On 
their arrival at the meeting the women were asked to sit in the order of their arrival. 
• The researcher would then ask the women that met the following inclusion criteria: 
Pregnant women with one or more children 
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Current and prior use of Chinamhora antenatal services 
A permanent resident ofMurape ward 
• All the clients meeting the above criteria were eligible for the sample. 
• In this study women meeting the stated eligible criteria in most cases were less than five 
except in one big village where six met the criteria. 
• As a result of this limitation, all the mothers that met the criteria were interviewed to 
make up a convenience sample of 30 participants. 
Following the selection, appointments were made to meet the pregnant women in their homes. 
The VCW from each village escorted the researcher to the respective homes. The interviews 
were done at home because the women were boycotting the introduction of high service fees at 
the clinic. The interviews were carried out in a room selected by the respondents. No other 
person was present during the interview process. The interviews lasted approximately 50 
minutes. 
3.6 RESEARCH INSTRUMENTS 
Research instruments refer to the devices used to collect data for example questionnaires, tests 
and checklist (Burns & Grove 1997:343). Two data collection instruments were used for this 
study, a structured questionnaire and a checklist. The two data collection instruments were 
designed by the researcher, based on information acquired during the literature review. 
Structured interviews were conducted, as these facilitate the collection of numerical quantifiable 
data for the quantitative, descriptive and exploratory study. Closed- and open-ended questions 
were employed. The open-ended questions followed closed-ended questions in some areas so as 
to elicit more information and clarify some points. 
The structured interviews allowed for collection of supplementary information and also a 100 
percent response rate was achieved. 
The researcher conducted the interviews to ensure consistency and the questionnaire was also 
translated into Shona in order to communicate in the respondents' home language to maintain 
consistency. The questionnaire consisted of four sections: 
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Section 1 consisted of 12 items capturing demographic data, including the personal descriptive 
data of the respondents. The components of the data included: age, marital status, educational 
level, employment, village of residence, number of children, affiliation to a group/club and 
church attended. It is represented by questions 1.1 to 1.12. 
Section 2 consisted of 28 items on the extent of women's participation in the provision of ANC. 
Some of the questions in this section also elicited perceptions of the women regarding 
community participation. It is represented by questions 2.1 to 2.28. Questions in section two 
were developed from Rifkin' s model for evaluating community participation which is the 
framework guiding this study. Questions to determine the extent of community participation 
were designed from Rifkin's model for evaluating community participation, using the process 
indicators from the model as guidelines. These process indicators were needs assessment, 
leadership, organisation, resource mobilisation and management. 
Section 3 consisted of nine items soliciting responses about women's perceptions of community 
participation in the provision of ANC. It is represented by questions 3.1 to 3.9. 
Section 4 consisted of six items that captured the respondents' expectations regarding their 
participation in the provision of ANC. It is represented by questions 4.1 to 4.6. 
A checklist was designed to validate some of the mothers' responses on the extent of community 
participation in the provision of ANC. Information to complete the checklist was obtained 
through personal interviews with the nurse-in-charge of the clinic and the VCWs. 
+ Translation of instruments 
The instruments were developed in English and were translated into Shona, the local language in 
Zimbabwe, by an expert from Masvingo Teacher's College. 
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3.7 VALIDITY AND RELIABILITY 
+ Internal validity 
Internal validity refers to the extent to which it is possible to make an inference that the 
independent variable is truly influencing the dependent variable (Polit & Hungler 1999:227). A 
high degree of internal validity is expected in true experiments but it is also important in this 
research to take precautions to avoid confounding explanations. In this study homogeneity was 
used as a strategy to improve the internal validity of the study. The researcher ensured a 
homogenous sample by including pregnant women with one or more children with a current and 
prior history of using the ANC services. 
+ External validity 
External validity refers to the generalisability of the research findings to other settings or 
samples. Because of the homogenous nature of the sample it is difficult to generalise the results 
to the other settings. Therefore the results of the study are only true of pregnant women of 
Chinamhora clinic area and might not be generalisable to other areas nor to other health care 
services. 
+ Validity of the data collection instruments 
Content validity refers to the extent to which various research elements measure what each one 
purports to measure. Content validity is concerned with the sampling of adequacy of items for 
the construct that is being measured (Polit & Hungler 1999:412). Content validity of items in 
this study was achieved through critical review of the instrument by the supervisor and other 
experts in the area of study. 
+ Reliability of the data collection instrument 
Reliability refers to the consistency, accuracy and dependability with which the instrument 
measures. A pretest, utilising clients with similar characteristics to the study sample was 
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conducted to determine clarity of the items and consistency of the responses. Anomalies were 
detected and necessary adjustments were made. 
3.8 DATA COLLECTION PROCEDURES 
The researcher made a data collection plan that detailed the selection of a setting, selection of the 
sample and development of supportive relationships with relevant people, considering the time 
and cost factors and planning data collection procedures. Permission to carry out the research 
was sought from the Research Council of Zimbabwe, the District Council, District Health 
Committee and the Councillor ofMurape ward (see letters in Appendix E-G). 
The investigator had several meetings with the key people before the data collection 
commenced. A good working relationship with the key people was established. This was 
essential to gain trust, cooperation and support. The district nursing officer introduced the 
researcher to Chinamhora clinic staff and the Councillor and the clinic staff introduced the 
researcher to the VCW. A meeting was held with the clinic staff, the VCW and the researcher 
and it was agreed to follow up the women in their homes. Each VCW in the ten villages 
identified pregnant women in her area and organised a meeting with the women. The researcher 
was present at the meeting with the women, and selected eligible clients using the sampling 
criteria. Appointments were made to interview the mothers in their homes. The face to face 
interview technique was used to collect data using the developed questionnaire. The interviews 
lasted approximately 50 minutes. Data was collected over a three-week period. Ten respondents 
were interviewed each week. During the interviews the respondents were given an opportunity t6 
ask questions concerning the research. 
3.9 ETHICAL CONSIDERATIONS 
+ Rights of respondents 
Since the researcher was dealing with human subjects, great care was taken to ensure that the 
human subjects were protected. Firstly, approval to carry out the study was sought from the 
following agents: the Research Council of Zimbabwe, the District Council, the District Medical 
Committee, the ward Councillor and the clinic staff. Secondly, an informed verbal consent was 
obtained from the clients following disclosure of information on the study purpose, type of 
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information sought and the procedures used to collect the information. Thirdly, subjects were 
informed that they had the right to refuse or withdraw from the research without compromise to 
their care or to refuse to answer any specific question. Fourthly, issues of confidentiality were 
respected by maintaining anonymity on the questionnaires. The clients were also informed that 
the study findings may be publicly reported but not individually and would not bear any of the 
participant's names. 
Finally the researcher was in a position to answer questions that were raised by the prospective 
subjects. The investigator also disclosed her name and contact details in case subjects needed to 
ask questions at a later stage. The interviews were carried out in the privacy of the respondents' 
homes. 
+ Rights of institutions 
Permission to carry out the study was sought from the following agents, the District Health 
Committee, the District Council, Chinamhora clinic, and also from the Councillor (see letters in 
Appendix E-G). The research proposal and the questionnaire were submitted to these agents. 
+ Scientific honesty on the part of the student's responsibility 
The researcher ensured anonymity of the clients as was promised when obtaining the verbal 
consent. All the information that the researcher cited from other sources was acknowledged. The 
researcher also honestly followed the described research methodology and reported the true 
findings of the research study. The interviews were conducted in the homes of pregnant women 
of Murape ward, Goromonzi district in Zimbabwe. The collection of data was done over a three 
week period during the months ofNovember and December 1999. 
3.10 DATAANALYSIS 
Following the collection of data, the discovery phase of research begins as the meaning of the 
data is determined through analysis (Burns & Grove 1997:407). Data was prepared and cleaned 
for use in the Statistical Package for Social Sciences (SPSS). The open-ended questions were 
grouped and categorised. A plan for coding data for the computer analysis was developed and 
recorded in a code book. Data was then entered into the computer for data analysis using SPSS. 
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Initial analysis was done to clean the data. Descriptive statistics; measures of central tendency 
(means, mode, median), measures of dispersion (standard deviation, range) and frequencies were 
used to summarise and describe the data. 
3.11 CONCLUSION 
This chapter described the research design and methods that were used. This study utilised a 
nonexperimental, descriptive, exploratory, quantitative design to determine the extent of 
community participation in the provision of ANC and the perceptions and expectations of 
pregnant women regarding community participation in the provision of ANC. The sampling 
method which was used was a convenience sampling method, a type of nonprobability sampling. 
The study sample was selected using sampling criteria. Face-to-face interviews using a 
structured interview schedule was used to collect data from the pregnant women of Murape ward 
in their homes. Data to complete the checklist was collected from the nurse-in-charge at 
Chinamhora clinic and the VCWs. Great care was taken to ensure that the human subjects were 
protected. 
Chapter 4 will present the analyses of the data obtained from interviewing the 30 pregnant 
women in their homes. 
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CHAPTER4 
DATA ANALYSIS AND INTERPRETATION 
4.1 INTRODUCTION 
In this chapter the data will be presented in five sections. Section I presents the description of 
the sample, and sections 2, 3 and 4 present findings to answer the four research questions and 
section 5 presents data from the checklist. 
4.2 SUMMARY 
The purpose of this study was to determine the extent to which women were participating in the 
provision of ANC. Secondly, the study sought to identify the perceptions and expectations of 
pregnant mothers regarding community participation and to find out at what level if any, the 
women wanted to be involved in the provision of ANC. 
The research questions guiding this study were: 
• What is the extent of participation of pregnant women in the provision of ANC within 
the existing health care system in Murape ward, Goromonzi district, Zimbabwe? 
• What are the perceptions of the pregnant women regarding their own involvement in the 
provision of antenatal health care? 
• What are the expectations of the pregnant women regarding their own involvement in the 
provision of antenatal health care in Murape ward, Goromonzi district, Zimbabwe? 
The interview schedule was grouped under the following subsections and the data was analysed 
under the same order. 
Section I: 
Section 2: 
Section 3: 
Section 4: 
Demographic data 
The extent of community participation in the provision of ANC 
Perceptions of current participative role 
Mothers' expectations with regard to participation in the provision of ANC 
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• The checklist served as a validation tool for some of the information obtained from the 
clients. Information on the checklist was obtained through personal interviews with the 
charge nurse at Chinamhora clinic, the VCW and the available health care records. The 
checklist consisted of two parts and a total of 12 questions. Questions elicited 
information from the charge nurse to confirm the existence of various organisational 
structures and the collaboration between the various organisations in the area. Part 2 
consisted of questions to confirm whether any meetings were held with the community, 
and if there were any health records maintained by the VCW. All the questions were 
necessary to confirm the extent of community participation in the provision of ANC. 
4.3 SECTION 1: DEMOGRAPHIC DATA 
Item 1.1: Age of mothers 
The ages of mothers ranged from 19 to 41 years. 
Table 4.1: Age of mothers ( n = 30) 
VARIABLE F % 
AGE 
19-24 8 26,7 
25-29 14 46,7 
30-34 3 10,0 
35- 39 3 10,0 
40 and above 2 6,6 
TOTAL 30 100 
Table 4.1 indicates that the majority of the mothers, namely 14 (46,7%) were between 25 and 29 
years. Eight (26,7%) mothers' ages ranged between 19 and 24 years, 3 (10,0%) ranged between 
30 and 34 years, 3 (10,0%) ranged between 35 and 39 years, and only 2 (6,6%) were above 40 
years. The youngest mother was 19 years old - this could have been influenced by the inclusion 
criteria which stated that a mother should have had at least one child prior to the current 
pregnancy. 
39 
Item 1.2: Marital status of respondents 
Table 4.2: Marital status of respondents (n = 30) 
VARIABLE F % 
MARITAL STATUS 
Married 29 96,7 
Divorced I 3,3 
TOTAL 30 100 
Twenty-nine (96,7%) clients were married, 1 (3,3%) was divorced. Culturally no mother would 
want to be seen pregnant and yet not married, thus the mothers might have been giving answers 
that they thought the researcher wanted to hear. The involvement of the whole family in matters 
concerning health is very important and some mothers were suggesting the involvement of their 
husbands too (see table 4.35). 
Item 1. 3 Educational background of the respondents 
Education empowers people, it enables them to express their thoughts and feelings and be heard. 
It allows people to make rational decisions. 
Table 4.3: Educational background of the respondents (n = 30) 
VARIABLE F % 
EDUCATIONAL LEVEL 
Primary 10 33,3 
Secondary 20 66,7 
TOTAL 30 100 
Data collected as indicated in table 4.3, shows that all the women were literate and the majority 
of the women namely 20 ( 66, 7%) attained secondary education. Although none of the women 
had tertiary education this level of education could be considered a major achievement of the 
educational campaign by the government, post independence in 1980. 
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The adult literacy rate rose from 50,0"/o in 1980 to 79,0% in 1992 (Government of Zimbabwe 
1992:2). Even though the educational levels could be considered low, in this context it places the 
women in a better position for participation in community affairs, including health issues. 
Item 1. 4 Occupational status of the respondents 
Poverty and illiteracy are considered to be factors limiting community participation. (Dennill et 
al 1995:63; WHO 1995:225; NPPHCN 1999). It becomes important to determine the occupa-
tional status of the respondents and their spouses as this gives an indication of the socio-
economic status of the families. 
Item 1.5: Occupational status of the respondents and their spouses 
Table 4.4: Occupational status of the respondents (n = 30) and their spouses (n = 29) 
VARIABLE F % F % 
OCCUPATION OF RESPONDENT OF SPOUSES 
Skilled 0 0 16 55,2 
Unskilled 30 100 13 44,8 
TOTAL 30 100 29 100 
Table 4 .4 indicates that all the women were unskilled workers engaged in market gardening and 
housework. However, the results showed that majority of the husbands were skilled workers 
namely 16 (55,2%) and 13 (44,8%) were unskilled workers. One woman was divorced thus the 
total of 29. The employment results appeared to be consistent with the expected high levels of 
unskilled women in the rural areas and higher levels of unskilled women than men. 
Item 1.6: Household incomes Z$ (Zimbabwe dollars) 
The socio-economic status of the people is a precondition to community participation (WHO 
1995 :225). Thus it was imperative to know the monthly household incomes of the participants. 
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Table 4.5: Household incomes ZS (Zimbabwe dollars) (n = 30) 
VARIABLE F % 
HOUSEHOLD INCOME in Z$ 
Below 1000 2 6,7 
1001 -2000 7 23,3 
2001-4000 14 46,6 
4001- 6000 3 10 
6001-8000 2 6,7 
Above 8000 2 6,7 
TOTAL 30 100 
Table 4.5 indicates that the household monthly income ranged between $700 and Z$2 000. The 
average income being $3 707. Murape community is mainly engaged in market gardening and 
might be addressing one of the preconditions to community participation. Therefore the women 
were expected to be participating at medium to high levels. 
Item I. 7: Number of children born at Chinamhora clinic 
It was important to ascertain the women's previous experiences with the Chinarnhora clinic. 
Each woman had at least one child born at Chinamhora clinic. 
Item 1 8: Permanent place of residence of respondents 
All the women were permanent residents of the catchment area ofChinarnhora clinic. 
Item 1.9: Affiliation of respondents to church denominations and groups/clubs 
The presence of groups/clubs and the affiliation of the women to the groups/clubs in the area 
gives an indication of some organisation and willingness of the community to cooperate. It also 
shows people's own initiatives in organising themselves towards reaching common goals and 
values. Dennill et al (1995:68) asset that "recognition and acceptance of civic organisations and 
their contributions towards facilitating community participation are necessary". 
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Table 4.6: Affiliation of respondents to church denominations and groups/clubs 
(n = 30) 
VARJABLE F % 
CHURCHES 
Roman catholic 5 16,7 
Protestant 9 30,0 
Pentecostals 15 50,0 
None 1 3,3 
TOTAL 30 100 
VARJABLE 
GROUPS/CLUBS 
Yes 12 40,0 
No 18 60,0 
TOTAL 30 100 
Table 4.6 shows the women's affiliation to church organisations and different groups/clubs. The 
majority of the women belonged to Church organisations. Only 12 (40,0%) belonged to 
groups/clubs, but several factors may be contributing to this low level of affiliation. The women 
were young mothers engaged in household, child-bearing activities and other functions of 
sustaining their families. It could be the reason why some women were suggesting involvement 
of husbands in the activities of ANC. Further investigations were required to establish why the 
pregnant women were not affiliated to the groups/ clubs in the area. 
Item I.JO: The function of the groups/clubs to which the women were affiliated 
The existing framework in the provision of health care in Zimbabwe is based on the PHC 
concept (Ministry of Health 1986: 154). It is meant to ensure or enhance community participation 
and multisectoral cooperation in the provision of health. 
Item I.II: Position or responsibility held by women in groups/clubs and function of the 
groups/clubs 
To ascertain the women's participation in these groups, respondents were asked to state the 
position that they held in the group/club. 
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Table 4.7: Positions or responsibility held by women in groups/clubs and function of the 
groups/clubs (n = 12) 
VARIABLE F % 
FUNCTION OF GROUP/CLUB (n =12) F % 
Fanning 9 60,0 
Tree plantation 2 16,7 
Burial (funeral) society I 3,3 
TOTAL 12 100 
POSITION HELD IN THE GROUP/CLUB (n = 12) 
Chairperson 0 0 
Secretary 2 16,7 
Member 10 83,3 
TOTAL 12 100 
Table 4. 7 shows that there were three groups operating in Murape ward. The results indicated 
that 9 (60,0%) of the women that were affiliated to the groups belong to fanning groups, 2 
(16,7%) belonged to a tree planting group and 1 (3,3%) was a member of a burial society. The 
majority of the women, namely 10 (83,3%), were ordinary members, while 2 (16,7"/o) held a 
secretarial position. The fanning and tree plantation groups were income generating groups. 
The results therefore showed that only 11 (36,7%) of the women were members of income 
generating groups. 
4.3 SECTION 2: THE EXTENT OF WOMEN'S PARTICIPATION IN THE 
PROVISION OF ANTENATAL CARE 
Item 2.1: Activities in which mothers participated with regard to the provision of antenatal 
services 
Mothers were asked to identify activities in which women were engaged with regard to the 
provision of antenatal services. The majority of the women, namely 25 (83,3%), mentioned that 
women were involved as VCWs. The VCWs were mainly women and they were selected by the 
people to deal with health activities in the area. The VCW was also involved in health activities 
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such as conducting deliveries, treating minor ailments and promoting mcome generating 
projects. 
Needs assessment 
Item 2.2: Women's views on the assessment of antenatal health care needs (n = 30) 
Needs assessment is one of the process indicators used for the evaluation of community 
participation (Rifkin et al 1988:934). Mothers were asked to indicate the extent to which the 
women were involved in determining their health care needs. 
Table 4.8: Women's views on the assessment of antenatal health care needs (n = 30) 
VARIABLE FREQUENCY PERCENTAGE 
WHO IDENTIFIES ANC PROBLEMS IN THE AREA? 
Health workers I 3,3 
Village health worker 2 6,7 
Village health committee 3 10,0 
Village community worker 17 56,7 
Don't know 7 23,3 
TOTAL 30 100 
ARE WOMEN INVOLVED IN IDENTIFICATION OF 
ANTENATAL HEALTH PROBLEMS? 
No 19 63,3 
Yes 11 36,7 
TOTAL 30 100 
Table 4.8 indicated mixed responses by the women on who identified antenatal health care 
problems. The majority, namely 17 (56,7%) thought it was the VCW, whereas 7 (23,3%) did not 
know who identified antenatal health problems. Three (10,0%) indicated that it was the VHC, 
while 2 (6,7%) thought it was the village chairperson and 1 (3,3%) thought the health workers 
identified antenatal problems in their area. It was interesting to note that the women perceived 
the VCW to have identified their health problems. It was, however, not clear whether the VCW 
was empowered to involve the whole community in the identification of health care needs. 
45 
Skills and knowledge are required to identify the health care needs (Dennill et al 1995:72). The 
WHO (1995:225) points out that communities will only be able to make decisions and take 
actions with regard to their health situations if they are adequately informed. 
Item 2.3: Involvement of women in the identification of antenatal health problems 
The women should be involved in the identification of their own needs. The mothers' 
perceptions of their problems might often not be the same as those of external assessors, such as 
health care providers. Table 4.8 indicates that the majority of the women 19 (63,3%) thought that 
women were not involved in the identification of antenatal health care needs. Eleven (36, 7%) 
thought that women were involved in the identification of health care needs. If the majority 
thought that women were not involved then there was a possibility that the women were not 
adequately informed and thus disempowered. 
Item 2 4: Women's perceived antenatal problems 
Table 4.9 Women's perceived antenatal problems (n = 30) 
VARIABLE F % 
WOMEN'S PERCEIVED ANC PROBLEMS 
Finance (fees for service too high) 28 93,3 
Physical structures inadequate 8 26,7 
Transport poor 12 40,0 
Human resources shortage 16 53,3 
Negative staff attitudes 26 86,7 
Problem of amenities 14 46,7 
In table 4.9 women stated more than one antenatal problem. The women's major problem was 
the high fee for service, evidenced by the boycott of antenatal services during the time of data 
collection. This was followed by the perceived negative attitudes of the health care providers at 
the clinic. 
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Item 2.5: Channels that were followed in the event of health problems 
The community's awareness of the existing channels that were followed in the event of health 
problems might be an indication that there was a high level of information dissemination in the 
area and an interest by the women about health care issues. 
Table 4.10: Channels that were followed in the event of health problems (n = 30) 
VARIABLE F % 
CHANNELS FOR ADDRESSING HEAL TH ISSUES. 
Don't know 14 46,7 
Ward health committee 1 3,3 
Suggestion boxes 1 3,3 
Village chairperson 4 13,3 
Health professionals 5 16,7 
Village community worker 5 16,7 
TOTAL 30 100 
It was necessary to find out whether the mothers knew the channels that were to be followed in 
the event of health problems. Table 4.10 shows varied responses given by the women. The 
varied responses might be indicating that the majority of the women did not know the channels 
to be followed in the event of health problems. Fourteen (46,7%) indicated that they did not 
know, 5 (16, 7%) thought of the health professionals, 5 (16,7%) felt it was the VCW, 4 (13,3%) 
thought of the VHC and I (3,3%) thought of the suggestion box. The inconsistencies in the 
responses might be an indication that there were no organisational structures present, or if they 
were present they might not have been functioning. The responses might also be indicating a 
poor dissemination of information to the community. 
Item 2.6: Women's opinions on giving suggestions on health matters 
Seeking women's contributions in the way of ideas and decision-making has been hailed as 
being important. Community participation in the health care field is defined as a process where 
people express their right to be active in the development of appropriate health care services 
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(NPPHCN 1999). Freedom to contribute ideas is a sign of empowerment. If the community feels 
that its views are considered and respected they are energised to implement the solutions to their 
own problems. 
Table 4.11: Women's opinions on giving suggestions on health matters (n = 30) 
VARIABLES FREQUENCY PERCENTAGE 
ARE YOU FREE TO GIVE SUGGESTIONS 
ON HEAL 1H MA TIERS? 
No 20 66,7 
Yes 10 33,3 
TOTAL 30 100 
Table: 4.10 shows that the majority of the women namely 20 (66,7%) were not free to give 
suggestions, only 10 (33,3%) felt that they were free to give suggestions. The results might be 
indicating a lack of empowerment on the part of the women. 
Item 2.7: Rating of health workers' responses to women 's suggestions 
It was necessary to find out how the women rated the health workers' responses to their 
suggestions. 
Table 4.12 Rating of health workers' responses to women's suggestions (n = 30) 
VARIABLE F % 
RATING OF HEALTH WORKERS RESPONSES TO 
SUGGESTIONS BY THE WOMEN 
Issues are not taken seriously 6 20,0 
Issues are taken fairly seriously 2 6,7 
Don't know 22 73,3 
TOTAL 30 100 
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Table 4.12 shows the rating of health providers' responses to suggestions. The majority of the 
women, namely 22 (73,3%), indicated that they had not given any suggestions. Six (20,0"/o) felt 
that issues were not taken seriously and 2 ( 6, 7%) felt that issues were taken fairly seriously. The 
results might be indicating that the women were not empowered to voice their concerns. The 
health care providers might not be equipped with the necessary skills and knowledge to empower 
the communities. Dennill et al (1995:72) emphasise the need for ongoing education of the 
community and the health care providers. 
Item 2.8: Reasons given by women for lack of freedom to offer suggestions 
Freedom and the ability of the community to express their views are very important for the 
success of any community participation. This can only be realised when there is continued 
education of the community and the health care providers. 
Table 4.13: Reasons given by women for the lack of freedom to offer suggestions (n = 20) 
VARIABLE F % 
REASONS GIVEN BY WOMEN FOR LACK OF 
FREEDOM TO GIVE SUGGESTIONS 
Fear II 36,7 
Felt health care providers looked down 3 10,0 
upon them 
Felt health care providers thought they 6 20,0 
were ignorant 
TOTAL 20 100 
Table 4.13 shows that 11 (36,7%) of the women felt intimidated by the health care providers, 3 
(10,0%) felt that the health workers looked down upon them and 6 (20,0%) felt the health 
workers perceived them to be ignorant. These were negative perceptions that the women had. 
These perceptions were detrimental to the promotion of community participation. Thus health 
care providers needed to know that the women had these perceptions. Health care workers 
needed to empower and build confidence in the women for them to participate more freely. 
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Item 2.9: Participation of women in health promotion activities 
Participation in health promotion activities was examined to gain a full view of women's 
participation in the multisectoral set up. This would also give an indication of resource 
mobilisation in the area, and an indication of the women's level of participation. 
Table 4.14: Participation of women in health promotion activities (n = 30) 
VARIABLE F % 
ENGAGED IN HEALTH PROMOTION 
ACTIVITIES 
Yes 30 100 
No 0 0 
TOTAL 30 100 
Table 4.14 shows that all the respondents were involved in some health promotion activities. To 
determine the level at which the women were participating it was necessary to obtain examples 
of the health promotion activities in which women were involved. 
Item 2.10: Examples of health promotion activities 
Activities that are introduced by outsiders usually require that mothers just comply with health 
care providers' requirements. Mere compliance with outsiders' requirements does not empower 
the women to participate at higher levels. 
Table 4.15: Examples of health promotion activities (n = 30) 
VARIABLE FREQUENCY PERCENTAGE 
HEALTH ACTNITIES IN WHICH WOMEN WERE 
INVOLVED 
Construction of toilets 30 100 
Construction of wells/boreholes 27 90 
Construction of rubbish pits 6 20.3 
50 
More than one response was possible to this question. 
Table 4.15 indicates that all the respondents were involved in the construction of toilets, 27 
(90,0%) were involved in the construction of wells/boreholes, 6 (20,3%) participated in the 
construction of rubbish pits. These activities were introduced by the health care providers. The 
results therefore might be indicating low levels of participation by the mothers. According to 
Rifkin's (1990:12) five levels of participation, these women were participating at low level, that 
is the second level of participation (see discussion ofRifkin's model in chapter 2). 
• Resource mobilisation 
Item 2 11: Contributions towards the provision of antenatal health care services 
Resource mobilisation is an indicator of community participation (Rifkin et al 1988:934). The 
community is expected to have some control over the utilisation of money collected. 
Table 4.16: Contributions towards the provision of antenatal health care services 
(n = 30) 
VARIABLE FREQUENCY PERCENTAGE 
Contribution 
Fees for service 30 100 
Fees and ideas 2 6,7 
More than one answer was possible for this question. 
Table 4.16 shows that all the women contributed fees for service and only two indicated that they 
contributed fees and some ideas. There was no community fund raising carried out by the 
community. The women's boycott of ANC services might indicate that the women were not 
involved in the resource mobilisation, suggesting a low level participation in the provision of 
health care. The checklist confirmed that there were no other contributions made by the 
community towards health care provision. 
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Item 2.12: Groups and clubs present in the area 
Groups and clubs indicate a certain level of organisation in the area concerned. Respondents 
were asked to identify groups/clubs in the area. A variety of groups/clubs were identified. All the 
women identified community development groups which were the income generating 
programmes. Thirteen (43,3%) identified women's clubs, 3 (10,0%) identified burial societies 
and I (3,3%) identified youth groups. 
Item 2.I3: Discussion of health problems at different forums 
Discussion of the health problems at different organisations like the groups/clubs and church 
organisations indicated wider participation and dissemination of information. Ten (33,3%) of the 
women did not know, 9 (30,0%) felt that health problems were never discussed at these 
groups/clubs, 11 (36,0%) felt that health problems were not always discussed. The results 
seemed to indicate that minimal attention was giyen to health issues by other organisations. 
Item 2.14: Women's attendance of group/club meetings 
Rate of attendance at meetings may indicate people's commitment to discussing issues affecting 
them. 
Table 4.17: Women's attendance of group/club meetings (n = 30) 
VARIABLE F % 
ATTENDANCE AT MEETINGS 
Never 20 66,7 
Sometimes 9 30,0 
Always I 3,3 
TOTAL 30 100 
ARE HEALTH ISSUES DISCUSSED AT THESE 
GROUP MEETINGS 
Did not know 10 33,3 
Not discussed 9 30,0 
Not always discussed 11 36,7 
Discussed always 0 0 
TOTAL 30 100 
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Table 4.17 shows that the majority of women namely 20 (66,7%) did not attend group/club 
meetings, 9 (30,0%) indicated that they sometimes attended and only I (3,3%) indicated that she 
always attended group meetings. Further investigations were needed to establish why women 
did not attend meetings. 
Item 2.15: Presence of a ward health committee 
Information was elicited on the presence of organisational structures in the provision of ANC. 
The existence of some organisational structures may indicate a potential for development of 
sustainable community participation. However, serious thought is needed on how these 
structures were formulated and how they functioned. 
Table 4.18: Presence of a ward health committee (n = 30) 
VARIABLE FREQUENCY PERCENTAGE 
AWARENESS OF PRESENCE OF A 
WHC 
Don't know 3 10,0 
No 18 60,0 
Yes 9 30,0 
TOTAL 30 JOO 
Table 4.18 shows that the majority of the women namely 18 (60,0%) were not aware of the 
existence of the WHC in the area, 3 (10,0%) were uncertain and 9 (30,0%) said the \.V1IC 
existed. The checklist indicated that a WHC existed but that the majority of women in the area 
were not aware of its existence. Therefore the WHC was present but not functioning. 
Experiences in South Africa, Western Cape Province, indicated that the pre-existing structures 
might pose a problem in trying to implement new approaches that promote wider participation 
(NPPHCN 1999). 
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Item 2.16: Women's impressions of the activities of the ward health committee 
It is important for the women to understand the activities of the WHC representing health 
matters. 
Table 4.19: Women's impressions of the activities of the ward health committee (n = 30) 
VARIABLE F % 
WOMEN'S IMPRESSIONS OF THE 
ACTIVITIES OF THE WHC 
Uncertain 29 96,7 
Fairly active 1 3,3 
Active 0 
TOTAL 30 100 
Table 4.19 shows that the majority of the women namely 29 (96,7%) were uncertain about the 
activities of the WHC and only 1 (3,3%) said the WHC was fairly active. This lack of awareness 
might be indicating limited community participation in health. 
Item 2.17: Women's awareness of the cooperation between the ward health committee and 
other organizations 
Cooperation of the WHC and other organisations might indicate that there was multisectoral 
health care collaboration. 
Table 4.20: Women's awareness of the cooperation between the ward health committee 
and other organisations (n = 30) 
VARIABLE F % 
AWARENESS ON COOPERATION OF 
WHC WITH OTHER ORGAN!-
SATIONS 
I don't know 24 80,0 
No 1 3,3 
Yes 5 16,7 
TOTAL 30 100 
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Table 4.20 shows women's impressions on the cooperation of WHC with other organisations. 
The majority of the women, namely 24 (80,0%) had no idea of any co-operation between the 
WHC and other organisations. One respondent (3,3%) indicated that there was no cooperation 
between the WHC and other organisations, 5 (16,7%) said the WHC cooperated with other 
organisations. These results could be indicating limited community participation in the 
catchment area of Chinamhora clinic. 
Item 2.18: Women's opinions about representation by the ward health committee 
Lack of cooperation amongst vanous organisations could be a factor hampering the 
establishment of wide community participation in the provision of antenatal health care. It was 
important for the women to feel that the WHC represented the whole community. The minimal 
interaction between organisations was one problem that needed closer consideration. Probably 
some others professionals felt more important than others, making other groups feel inferior and 
threatened, thus equal partnerships could not be achieved. 
Table 4.21: Women's opinions about representation by the ward health committee 
(n = 30) 
VARIABLE F % 
WOMEN'S OPINION ON REPRESENTATION 
BYTHEWHC 
I don't know 24 80 
No 4 13,3 
Yes 2 6,7 
TOTAL 30 100 
Table 4.21 indicates that the majority of the women namely 24 (80,0%) did not know anything 
about the WHC representing their interest. One (3,3%) thought the WHC did not represent the 
whole community, 2 (6,7%) felt that the WHC represented the whole community. These 
feelings portrayed by the women might indicate limited participation in health care provision. 
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Item 2.19: Description of the village community worker's motivation 
The VCW was chosen by the people politically as a multipurpose cadre, representing a number 
of departments at village level. Thus she was involved in health issues at village level and might 
also stimulate community participation in health care activities. 
Table 4.22: Description of the village community worker's motivation (n = 30) 
VARIABLE F % 
MOTIVATION RATING OF THE VCW BY 
THE WOMEN 
Not motivated 3 10,0 
Fairly motivated 19 63,3 
Motivated 8 26,7 
TOTAL 30 100 
Table 4.22 shows that the majority viewed the VCW as being fairly motivated. Eight (26,7%) 
felt that the VCW was not motivated. This indicated that the VCW was present and functioning, 
but probably under the direction of the health care providers. The VCW might also be lacking 
some skills and knowledge of stimulating community participation. The VCW need to be 
empowered in order to empower others, but this issue would require further investigations 
(which fell beyond the scope of the current research). 
Item 2.20: Women's views on the process of mobilising women for antenatal care and other 
health care activities 
These views are important to determine the women's interest in health care activities and issues. 
Item 2.21: Reasons given for failure to mobilise women for health care 
56 
Table 4.23: Women's views on the process of mobilising women for antenatal care and 
other health care activities (n = 30) 
VARIABLE FREQUENCY PERCENTAGE 
IS IT EASY TO MOBILISE WOMEN FOR 
HEALTH CARE ACTIVITIES 
No 10 33,3 
Yes 20 66,7 
TOTAL 30 100 
REASONS GIVEN FOR FAILURE TO 
MOBILISE WOMEN FOR HEAL TH CARE 
ACTIVITIES N=IO 
Villages too big for community I 10,0 
workers to cover 
Lack of interest by women 6 60,0 
People are too busy to attend meetings 2 20,0 
VCWs do not keep to time I 10,0 
TOTAL 10 100 
Table 4.23 shows that the majority of the women, namely 20 (66,7%), thought that it was easy 
to mobilise women to discuss health issues. This might be indicating that the women were 
willing to gather and discuss health issues. 
Ten (33,3%) of the women thought it was difficult to mobilise women for health related issues. 
Six (60,0%) cited lack of interest among the young women, 2 (20,00/o) indicated that people were 
too busy, I (10,0%) thought the villages were too big for one VCW, I (10,0%) thought that the 
women were discouraged by the VCWs that did not keep to the time restriction. Although the 
majority thought that it was easy to mobilise women for health activities, the above reasons 
given by the other women should also be taken into consideration, since very few women were 
affiliated to income generating projects and very few women attended meetings. 
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Item 2.22: Health-related programmes managed by women 
Management is one of the five process indicators for community participation (Rifkin et al 
1988:934). 
Table 4.24: Health-related programmes managed by women (n = 30) 
VARIABLE FREQUENCY PERCENTAGE 
HEALTH PROGRAMMES THAT WOMEN 
MANAGED 
Income generating projects 30 100 
Nutrition centers 0 0 
Nutrition gardens 0 0 
TOTAL 30 100 
Table 4.24 shows that all the women identified income generating projects as the programmes 
that are managed by women. Failure to identify nutrition gardens and nutrition centers as 
projects that are managed by women, could be indicating that these projects were not available. 
The awareness on the income generating projects was therefore high but a small number of 
women, namely 11 (36, 7%), were affiliated to these projects (see table 4.6). 
Item 2.23: Planners of the health-related programmes 
When the community decides on the programmes and asks for expert knowledge or resources to 
enable them to pursue their activities, it indicates that the community has reached the 5th level of 
participation (Rifkin 1990:14). In this study no programme was identified which was initiated 
and maintained by the community members. Therefore this community did not reach level five 
ofRifkin's model. 
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Item 2.24: Who monitored the programmes? 
When the community members help the planners to judge whether the programme objectives 
have been met - and if not, why not, the community is participating at the 4th level of 
participation (Rifkin 1990: 13). This was not perceived to be the case in the community studied. 
Item 2.25: Women's views on the participation in health-related programmes (income 
generating projects) 
It is important for the community to feel that they are the owners of the health related 
programmes. It builds a sense of confidence and hence commitment to outcomes of the 
programmes. 
Table 4.25: Women's views on the participation in health-related programmes (income 
generating projects) (n = 30) 
Responses/Perception 
Farm 
Women Village extension Women 
<\ction Don't know themselvei chairperson Donors workers VCWs Advisors TOTALS 
F % F % F % F % F % F % F % F % 
>tanning 11 36,7 1 3,3 1 3,3 9 30 5 16,7 3 10 0 0 30 100 
Monitoring 9 30 5 16,7 I 3,3 0 0 8 26,7 4 13,3 3 10 30 100 
Jwnership 19 63,3 2 6,7 1 3,3 6 20 2 6,7 0 0 0 0 30 100 
Table 4.25 shows women's views on community participation in health-related programmes. 
When asked to give the planners of the programmes, women gave varied responses, 11 (36,7%) 
did not know the planners of the programmes, 9 (30,0%) thought donors planned the 
programmes, S (16,7%) cited the farm extension worker, 3 (10,0"/o) thought it was the VCW, I 
(3,3%) thought it was the village chairperson, I (3,3%) felt it was the women themselves. On 
monitoring the responses were also varied. Nine (30,05%) did not know the monitors of the 
programmes, 8 (26, 7%) indicated that the farm extension workers did the monitoring, 5 ( 16, 7%) 
thought the women did the monitoring, 4 (13,3%) cited the VCW, 3 (10,0%) cited the women 
advisors and l (3,.3%) mentioned the village chairperson. 
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On the question of ownership, the majority of the women namely 19 (63,3%) did not know the 
owners of the programmes, 6 (20,0%) thought the programmes were owned by the donors, 2 
(6,7%) cited the farm extension worker, another 2 (6,7%) thought it was the women, I (3,3%) 
felt it was the village chairperson. 
The results indicated that women did not perceive the health-related programmes in their area to 
be owned by the community. The majority of the women lacked awareness about the owners, 
planners and monitors of the health related programmes in Murape ward. The results might be 
suggesting that the programmes were introduced by the health professionals and some outsiders. 
This low level of community participation impacted on the sustainability of community 
participation. 
Item 2:26: Involvement of women in health programme surveys and data collection 
Communities can work jointly with local health teams to monitor and evaluate programmes. 
Communities will be involved in conducting surveys, determining what should be evaluated and 
discussing findings (Rifkin I 990: 14). 
Table 4.26: Involvement of women in health programme surveys and data collection 
(n = 30) 
VARIABLE FREQUENCY PERCENTAGE 
WOMEN'S PARTICIPATION IN HEALTH 
PROGRAMME SURVEYS (ANSWERING 
SURVEYS) 
Never 28 93,3 
Sometimes 2 6,7 
Always 0 0 
TOTAL 30 100 
DATA COLLECTION 
Never 30 100 
Sometimes 0 0 
Always 0 0 
TOTAL 30 100 
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Participants were asked to rate their participation in surveys and data collection, 28 (93,3%) said 
they had never been involved in surveys, 2 (6,7%) said they sometimes participated in surveys. 
All the participants said they had never been involved in data collection (see table 4.26). The 
results therefore might be indicating that the women had not reached the fourth level of 
participation. Findings might be implying that there were no efforts to empower the community 
to participate at high levels in decision-making. Empowerment is the goal of community 
participation (Shishana & Versfeld 1993:7; Stanhope & Lancaster 1996:492). 
4.5 SECTION 3: WOMEN'S PERCEPTIONS REGARDING THEm CURRENT 
PARTICIPATIVE ROLE 
Item 3.1: The owner of Chinamhora clinic 
Women should perceive themselves as the owners of the clinic. If women perceived the clinic as 
owned by an outsider then sustainable community participation in health programmes would not 
be easily generated nor maintained. 
Table 4.27: The owner of Chinamhora clinic (n = 30) 
VARIABLE FREQUENCY PERCENTAGE 
WOMEN'S KNOWLEDGE ON THE OWNER 
OFCHINAMHORACLINIC 
Don't know 14 46,7 
Health workers I 3,3 
Council 13 43,3 
The community 2 6,7 
TOTAL 30 100 
The women were asked to state/name the owner of Chinamhora clinic and 14 (46,7%) did not 
know the owner of the clinic. One (3,3%) thought it was owned by the health workers. Thirteen 
(43,3%) knew that it was owned by the council. Two (6,7%) said the clinic was owned by the 
community (see table 4.27). Findings indicated that genuine efforts to empower the women 
were needed. There is a need for power sharing in the running of health affairs. 
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Item 3.2: Benefits that women were receiving from Chinamhora clinic 
The first level of participation is when the community receives benefits of a programme for 
example, curative services, ANC and health education provided by the health care providers and 
planners. It was therefore necessary to elicit the women's perceptions regarding the benefits they 
received from Chinamhora clinic. 
Item 3.3: Opinions of women concerning the benefits received from Chinamhora clinic 
If the women indicated that they were not benefiting from the ANC services provided at 
Chinamhora clinic - it was necessary to discover the reasons for dissatisfaction in order to 
enhance these services. 
Table 4.28: Opinions of women concerning the benefits received from Chinamhora clinic 
(n = 30) 
VARIABLE F % 
DO YOU THINK YOU ARE BENEFITING FROM THE ANC YOU 
RECEIVE FROM CHINAMHORA CLINIC? 
Benefits received from clinic N = 3 0 
No 29 96,7 
Yes 1 3,3 
TOTAL 30 100 
OPINIONS ON ANC SERVICES THAT ARE OFFERED AT 
CHINAMHORA CLINIC 
Setting poor 24 80 
Process poor 29 96,7 
Transport poor 22 73,3 
Water supplies at clinic erratic 16 53,3 
Staff attitudes negative 11 36,7 
More than one answer was possible for this question. 
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It was necessary to find out if mothers were benefiting from the antenatal services offered at the 
clinic. Twenty-nine (96, 7%) of the women reiterated that they were not benefiting at all from 
the ANC services offered at the clinic. This could have been an exaggeration in protest against 
the high fees and the general dissatisfaction with the negative attitude of the health care workers 
at the clinic. The women gave several reasons for the dissatisfaction with the antenatal services. 
The women's responses were grouped into the following categories: process, setting, fees, 
transport and negative staff attitudes. 
• The following were some of the women's responses on the process: 
there was no night nurse 
drugs, bandages and other materials were in short supply 
we were discharged too early 
supplied our own food and did our own laundry 
the doctor stopped coming on the stipulated days 
nurses were too few 
• The fees are too high 
• The following were some of the women's responses on poor setting: 
clinic was too small, the beds were not enough 
there were no waiting shelters for mothers that live very far 
• The following were some of the women's responses on negative attitudes of staff: 
Item 3.4: 
very sick people just joined the queue 
nurses were not caring 
nurses were rough and did not talk to patients 
we were not getting much help 
Women's perceptions with regard to the importance of community participation 
Courtney et al (1996:180) emphasises that the community has to agree to form partnerships. It 
was therefore necessary to establish the women's perceptions regarding the importance of 
community participation. 
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Table 4.29: Women's perceptions with regard to the importance of community 
participation (n = 30) 
VARIABLE F % 
DO YOU THINK COMMUNITY 
PARTICIPATION IN THE PROVISION OF 
ANC IS IMPORTANT 
Yes 30 100 
' 
No 0 0 
TOTAL 30 100 
All the women felt that community participation in the provision of ANC was very important. 
The majority of the women, namely 20 (66,7%) (see table 4.23), thought mobilisation of women 
for health issues was not a problem. This could be indicating some interest by the women to get 
fully involved in the health issues. 
Item 3.5: Women's satisfaction with current level of participation in the provision of 
antenatal care 
Table 4.30: Women's satisfaction with current level of participation in the provision of 
antenatal care (n = 30) 
VARIABLE F % 
Are you satisfied with the level of participation 
in the provision of ANC in your area? 
Satisfied 12 40,0 
Not satisfied 18 60,0 
TOTAL 30 100 
It was necessary to find out whether they were satisfied with their level of participation or not. 
Eighteen ( 60, 0%) of the women were not satisfied with their current level of participation while 
12 ( 40, 0%) said they were satisfied with their current level of participation. 
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Item 3.6: Women's reasons for dissatiefaction with the current level of participation 
From the results it seemed women were participating at the lowest level of participation and the 
majority, namely 18 (60,0%), were not satisfied with this current level of participation. 
The Minister of Health's comment that "while there has been active enthusiasm on the part of 
the communities to participate in health development, there has been little involvement of 
communities in the process of planning and decision-making" is supported by these results 
(Ministry ofHealth & Welfare 1999:42). 
Table 4.31: Women's reasons for dissatisfaction with the current level of participation 
(n = 25) 
VARIABLE FREQUENCY PERCENTAGE 
WOMEN'S REASONS FOR 
DISSATISFACTION WITH LEVEL OF 
PARTICIPATION. 
Lack of knowledge on how things 12 40,0 
functioned at the clinic 
People did not work together, need for 4 13,3 
action group 
Husbands were not involved 5 16,7 
Young mothers seemed to lack interest 4 13,3 
in the health issues 
More than one answer was possible for this question. 
Table 4.31 shows the reasons for dissatisfaction with their level of participation. Twelve 
(40,0%) of the women said they lacked knowledge and understanding of how things function at 
the clinic "we don't know how the clinic is run so we are not happy". Four (13,3%) said people 
were not working together "we probably need to come together and form an action group to 
solve some of the health problems that we face". Five (16,7%) said their husbands were not 
involved in the running of the clinic. Four (13,3%) felt young mothers lacked interest, especially 
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in attending meetings. The lack of knowledge and understanding of how the clinic functioned 
and the lack of freedom to offer suggestion indicated the need for empowerment. 
Twelve (40,0%) of the women who said they were satisfied with their level of participation, gave 
the reason that they were paying high fees. 
Women's reasons for satisfaction with the current level of participation 
Results showed that some women were satisfied with the current level of participation. It was 
necessary to expand on their views. 
Table 4.32: Women's reasons for satisfaction with the current level of participation 
(n = 12) 
VARIABLE FREQUENCY PERCENTAGE 
REASONS FOR SATISFACTION WITH 
PRESENT LEVEL OF PARTICIPATION 
Contribute very high fees for service 12 100 
TOTAL 12 100 
Item 3. 7: Women's reasons for satisfaction with the current level of participation 
It was necessary to ascertain the women's opinion on the general provision of care at the clinic. 
Table 4.33: Women's reasons for satisfaction with the current level of participation 
(n = 12) 
VARIABLE FREQUENCY PERCENTAGE 
Are you satisfied with the general provision of 
care at the clinic 
High fees IO 33 
Process poor 27 90 
Setting poor 8 26 
Transport poor 7 23,3 
Staff attitudes poor 21 70 
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More than one answer was possible for this question. Table 4.33 shows the same categories of 
problems as those given for dissatisfaction with the provision of ANC. 
Item 3.8: Dissatisfaction with the general provision of care at the clinic 
Twenty-eight (93,0%) of the respondents felt that they were not satisfied with the general care at 
the clinic. 
Item 3.9: Help that the expecting mothers get from the relatives and other people 
It was necessary to identify whether the women received any form of organised help from their 
relatives and/or other people. 
Results showed that the women did not get any organised help from the community. In some 
areas where pregnant women experienced problems such as transport, communities organised 
themselves to deal with such problems. 
4.6 SECTION 4: MOTHER'S EXPECTATIONS WITH REGARD TO 
APPROPRIATE ROLES IN THE PROVISION OF ANTENATAL CARE 
Item 4.1: Seeking participation from the community 
Table 4.34: Seeking participation from the community (n = 30) 
VARIABLE FREQUENCY PERCENTAGE 
Does the health worker seek your participation in 
matters pertaining to the provision of antenatal 
health care 
Yes I 3,3 
No 29 96,7 
TOTAL 30 100 
Table 4.34 indicates that 29 (96,7%) of the participants felt that the health care workers did not 
seek community participation in health matters. Yet all the participants indicated that they 
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wanted to be consulted on matters concerning their health. Women in (table 4.31) identified 
their lack of knowledge of the functioning of the clinic as a hindering factor. This realisation 
might therefore be an indication of willingness on the part of the community to learn more about 
the functioning of their clinic. 
Item 4.2: Women's expectations with regard to consultation by health care providers on 
matters concerning their health 
Women must be willing and prepared to form partnerships with the health care providers. 
Therefore it was necessary to find out what the women's expectations were regarding 
consultation by health care providers on matters concerning their health. All the women 
indicated that they wanted to be consulted on matters concerning their health. This might be 
indicating a willingness on the part of the community to participate fully in health issues. 
Item 4.3: Antenatal care activities in which the women wanted to be involved 
It was also necessary to determine how the mothers wanted to be involved. 
Table 4.35: Antenatal care activities in which the women wanted to be involved 
(n = 30) 
VARIABLE FREQUENCY PERCENTAGE 
Involvement option 
Nothing yet 3 10,0 
Meetings 14 46,7 
Monitoring 2 6,7 
Peer Education 1 3,3 
Action Groups 7 23,3 
Financial management 14 46,7 
Husbands involved 14 46,7 
More than one answer was possible for this question. 
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Views on how women wanted to be involved in the provision of ANC were solicited; the results 
in table 4.35 show how mothers wanted to be involved in the provision of ANC. Fourteen 
( 46, 7%) of the women indicated that they wanted to be involved in meetings; 14 ( 46, 7%) wanted 
to be involved in the financial management of the clinic, 14 ( 46, 7%) wanted their husbands to be 
involved; 7 (23,3%) wanted to be involved in the formation of an action group, 2 (6.7%) wanted 
to be involved in the monitoring of programmes; I (3,3%) wanted to be involved in peer 
education, and 3 (10,0%) indicated that they had not thought of any involvement. 
The women's suggestions on how they wanted to be involved in the provision of ANC needed 
further discussions probably through focus group discussions with the women. This would 
generate more specific ideas as to how the women wanted to be involved. 
Item 4.4: Awareness of the decentralisation of health care services 
The decentralisation of health care services is a new policy that is being implemented in 
Zimbabwe. It is an approach that is believed to bring about sustainable community participation 
if all the stakeholders are involved. 
Table 4.36: Awareness of the decentralisation of health care services (n = 3J) 
VARIABLES F % 
WOMEN'S AWARENESS OF THE 
DECENTRALISATION PROCESS OF THE 
HEALTH CARE SERVICES 
Yes 8 26,7 
No 22 73,3 
TOTAL 30 100 
Tabet 4.36 shows that the majorioty of the women, namely 22 (73,3%) were not aware of the 
decentralisation process of the health care services. This finding might be confirming that the 
dissemination of information was not effective. The women were the users of the health care 
services, therefore awareness and education on these policies could be decisively important to 
ensure cooperation and commitment. 
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Item 4.5: Women's understanding of the decentralisation of the health care services 
It is important to investigate the women's understanding of the new approach, as this would 
determine the women's commitment to its implementation. 
Table 4.37: Women's understanding of the decentralisation of the health care services 
(n = 30) 
VARIABLES F % 
WOMEN'S UNDERSTANDING OF THE 
DECENTRALISATION OF ·THE HEALTH 
CARE SERVICES (n = 8) 
Yes 0 0 
No 8 26,7 
Table 4.37 shows that the 8 (26,7%) respondents who were aware of the decentralisation process, 
did not understand the process. 
Item 4.6: Suggestions for improvements in community participation in the provision of 
antenatal care services 
Since it was observed by the Ministry of Health and Welfare ( 1999:42) that the communities 
showed enthusiasm to participate in the health development it was neces~ary to find out from the 
mothers how community participation could be improved. 
70 
Table 4.38: Suggestions for improvement in community participation in the provision of 
antenatal care services (n = 30) 
VARIABLE FREQUENCY PERCENTAGE 
SUGGESTION TO IMPROVE COMMU-
NITY PARTICIPATION IN THE PROVI-
SIONOF ANC 
Meetings 19 63,3 
Outreach by nurses 15 50,0 
Action group formation 6 20,0 
Combine meetings with the 4 13,3 
agricultural extension workers. 
More than one answer was possible for this question. 
Women gave the following suggestions for the improvement of community participation. Fifteen 
(50,0%) suggested that the outreach programme by nurses should be reintroduced as this would 
help build trusting and supportive working relationships between the health workers and the 
community, "we appreciated it when the nurses were coming out to meet us in our areas". Four 
(13,3%) advocated for combined health meetings with agricultural extension workers. Nineteen 
(63,3%) thought meetings should be held more regularly in order to discuss pressing problems, 6 
(20,0%) thought of forming action groups for solving health problems. It was surprising that no 
mother mentioned the need for education, but this had been echoed by some mothers when they 
voiced their ignorance on how the clinic functioned. 
4.7 SECTION 5: CHECKLIST 
Validation of some of the information obtained from clients 
A checklist was used as a second research instrument. Information on the checklist was obtained 
through personal interviews with the charge nurse of Chinamhora clinic and also through the 
available records. The checklist consisted of two parts and had a total of 12 questions. 
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• Information provided by the clinic charge nurse: 
Existence of organisational structures in the area: there is a WHC - selected by the 
planners and a VHC with politically selected members. 
Records of meetings: there were no records of meetings held with the VHC, WHC, 
groups/clubs and other organisations for the year 1999. 
Attendance at meeting: It was not possible to rate the attendance at the different 
meetings, as there were no records available. 
Contributions from the community: records indicated that the only contribution made 
by the community was fees for service. 
Records of projects: there were no letters of communication or records of community 
health projects in the catchment area. 
• Information provided by the VCWs included that: 
there were no health-related meetings held between the VCW and the community 
during 1999; there were no records of other meetings held with the people during 
1999 
records kept by the VCW: records of cement used for construction of toilets and 
boreholes were the only health records kept by VCW s; the other records kept by 
the VCWs were registers for income generating project members 
all the VCWs confirmed that a VHC existed in each village 
4.8 CONCLUSION 
The responses on the checklist validated the existence of organisational structures, lack of 
adequate interaction between the community and other organizations, contributions made by the 
community and the health activities in which the women were involved. 
This chapter presented the analysis and discussion of the research findings pertaining to the 
involvement of the women in the provision of ANC services. The next chapter will summarise 
the dissertation, indicate the limitations of the research project and recommend ways in which 
mothers' involvement in ANC services could be enhanced. 
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CHAPTERS 
SUMMARY, IMPLICATIONS, LIMITATIONS AND 
RECOMMENDATIONS OF THE STUDY 
5.1 INTRODUCTION 
In this chapter the summary of the findings focuses on the specific study questions. The 
implications in relation to community health care, and ANC services will also be discussed. 
Recommendations and limitations will be outlined and lastly a conclusion of the study will be 
presented. 
5.2 SUMMARY 
The purpose of this study was to determine the extent to which women were participating in the 
provision of ANC. Secondly, the study sought to identify the perceptions and expectations of 
pregnant women regarding their participation in the provision of ANC and to find out at what 
level, if any, the women wanted to be involved in the provision of ANC. 
The objectives of the study were: 
• To determine the extent of community participation to which expecting mothers were 
participating in their provision of ANC within the existing health care system in 
Zimbabwe. 
• To determine the perceptions of the expecting women attending ANC regarding their 
involvement in the ANC provision. 
• To determine the pregnant women's expectations as to what their level of participation in 
the provision of ANC should be. 
• Finally the study sought to validate the mothers' responses using a checklist. 
The study sample comprised 30 conveniently selected pregnant women of Murape ward 
(Domboshawa) Goromonzi district in Zimbabwe. Each woman had at least one child born at 
Chinamhora clinic indicating some previous experience with Chinamhora clinic. Therefore, the 
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women were in a better position to discuss the issues and trends of the provision of ANC at the 
clinic. 
+ The extent of women's participation in the provision of antenatal care 
The existing framework in the provision of health care in Zimbabwe is based on the PHC 
concept (Ministry of Health 1986:5). It is meant to ensure or enhance community participation 
and multisectoral cooperation in the provision of health care services. The extent of participation 
in ANC provision was examined from this perspective. Participation in groups/clubs, health 
promotion activities and participation in health related programmes such as income generating 
projects was examined. Descriptive statistics and Ritkin's model for community participation 
were used to analyse the data. 
The women's views on their involvement and evaluation and the five indicators of community 
participation namely, needs assessment, leadership, organisation, resource mobilisation and 
management were sought to determine the extent to which the women were participating in the 
provision of ANC services. 
Table 5.1: 
Indicator 
[range] 
I Leadership 
2 Management 
3 Resources 
mobilization 
4 Needs 
assessment 
5 Organisation 
A three point scale used to determine the extent of community participation 
in this study 
Narrow Medium Wide 
VHCandWHC. WHC functioning under WHC actively represents variety 
Not functioning, health staff leadership of health of interests in community 
assume leadership. VCW works professionals. Represent fewer 
under health staff grouos 
Externals and professionals Joint decisions by Community makes decisions 
make decisions professionals and community using professionals as resources 
Official fees only Contribution from community Considerable amount of 
No other contributions but no control resources and WHC involved in 
allocation of resources 
Imposed from outside. Professionals and community Community asks for 
Professionals decide define needs together, programmes 
renresents community 's views 
WHC created by planners and WHC created by planners and WHC fully active, widely 
health care workers not health care workers. representing the community. 
functioning. VCW chosen by the Functioning Existing organisations involved 
neon le in creating the WHC 
VCW =Village Community Worker; WHC =Ward Health Committee; VHC =Village Health Committee 
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• Needs assessment: According to the results from this study, 63,3% of the respondents 
pointed out that women were not involved in the identification of needs. The majority of 
the women said they were not free to provide any suggestions and most women, namely 20 
(66,7%) were not attending any health related meetings. Women were not involved in 
health programme surveys (see table 4.26). The checklist also indicated that there were no 
meetings organised with the communities and the health workers. Wide level participation 
in this indicator is demonstrated by communities asking for programmes. 
• Leadership and organisation: The data showed that the WHC and the VHC were not 
functioning. The majority of the women lacked awareness of the existence of the WHC, its 
co-operation with other organisations and its representation of the people (see tables 4.18 
and 4.20). The VHC besides being politically chosen by the people, its activities and duties 
were directed from the top, by the health workers and other ministries. The WHC despite 
being dysfunctional, was also created by the planners. Thus the findings indicated narrow 
range community participation in these indicators. Wide participation in the two indicators 
was shown by a WHC which was fully active and representing a variety of interests in the 
community. The existing organisations in the area should have been involved in the 
creation of the WHC. 
• Resource mobilisation: Findings indicated that women contributed fees for service only. 
They were not involved in any fund raising activities in an effort to alleviate their 
perceived problems in the provision of ANC services. Wide level participation in this 
indicator is shown by considerable amounts of resources contributed by the community and 
the involvement of the WHC in the allocation of resources. 
• Management: Data indicated that women were only involved in activities that were 
prescribed by the health professionals and in health programmes that were introduced by 
health professionals and outsiders. This was evidenced by the lack of knowledge of the 
women of the owners, planners and monitors of such programmes in their area. Wide range 
participation was indicated by communities making decisions using professionals as 
resources. 
Data indicated that women were expected to be consulted in the issues pertaining to their health. 
They viewed community participation as being very important, but the women differed on the 
level at which they wanted to be involved. 
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In this study, findings indicated that there was narrow participation in the provision of ANC in 
all the five indicators of community participation. Failure by both the planners and the health 
professionals to realise the potential unique contribution by the communities hindered the 
process of community participation (Freyens et al 1993: 253). 
The unique contribution by the communities should be realised. Fear of loss of power by the 
health professionals may make the professionals fail to create a conducive environment to 
empower the communities to become equal partners in the provision of health care services. 
+ Perceptions of pregnant mothers with regard to their participation in the provision 
of antenatal care 
It was necessary to identify the women's perceptions regarding their participation m the 
provision of ANC services. 
• Data showed that the pregnant women did not identify themselves as being owners of the 
clinic in their area, they felt that they were not benefiting from the antenatal services 
provided and the majority, 18 (60%) felt dissatisfied with their level of participation in the 
provision of ANC. Failure by the women to perceive the clinic as belonging to the 
community might imply several problems. At the time of data collection the women were 
boycotting the services due to an increase in the fees for service. Dennill et al (1995:7) 
note that the community must be aware of its own and other's perceptions, rights and 
responsibilities in order to be able to handle its health issues rationally. The women's 
responses and reactions seemed to indicate that there was a lack of training and education 
to give sufficient skills to the community to be able to handle their relevant health issues. 
Communities would be able to reach their own decisions with regard to their health 
situation if they were adequately informed (WHO 1995:225). 
• The women felt that community participation was very important. However, only 12 
(40,0%) were satisfied with the participation in the form of contributing service fees. 
Eighteen (60,0%) of the women felt dissatisfied with their current level of participation. 
The women perceived their lack of knowledge on how the clinic functioned to be a major 
problem. They did not know how they could help to improve the conditions. WHO 
(1995:226) reported that the lack of training and education of the communities in Africa is 
a major problem. This poses a major challenge to governments to reconsider its policies 
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and prioritise health issues. Data indicated that women needed support from the health 
workers and the checklist confirmed minimal interaction between the health workers and 
the community. There were no meetings and the outreach programmes had been stopped. 
Further investigations might be required to establish why the meetings were discontinued 
and the outreach programme was stopped. A possible explanation could relate to some 
policy issues such as the Economic Structural Adjustment Programme (ESAP) and others, 
impacting on these processes. 
• Expectations of pregnant women regarding their participation in the provision of 
antenatal care 
Advantages of community participation were highlighted in the literature review (Dennill et al 
1995 :64; NPPHCN 1999). However, to establish sustainable community participation requires 
equal partnership between health professionals and community members. Courtney et al 
(1996:180) emphasised that the community has to agree to form partnerships. It was therefore 
important to establish the expectations of mothers regarding their participative role in the 
provision of ANC. Wilson, Robb, Ferrinho, P de LGM and Ntswanisi (1991:373) notes that 
research is essential for good PHC and that the community should be involved in the formation 
of questions, data collection, analysis and discussion as this would increase further community 
participation. 
• Data shows that the health workers were not consulting the women on issues pertaining 
to their health. Literature also notes that health workers may block the process of 
community participation by not considering the potential in the community (Freyens et al 
1993 : 25 3). The findings of this study indicated that the women expected to be consulted 
on the issues pertaining to their health. 
• The women's suggestions for improving community participation indicated the women's 
willingness to work with the health care workers. Some of the suggestions included: 
to have meetings with health care workers 
to restart the outreach programme 
to combine meetings with agricultural extension officers meetings 
to form an action group on health 
involvement in monitoring and financial management 
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• The structures for the provision of health care are political structures and people were 
politically selected for the VHC. The suggestion to form an action group on health could 
be an indication that some people were reluctant to participate in politically designed 
structures and therefore the suggestion should be considered seriously if wide 
participation is to be achieved in future. WHO (1995:225) asserts that democratisation 
and· decentralisation are regarded as supporting community participation. The research 
findings indicated that the majority of pregnant women had not heard about the 
decentralisation process. The decentralisation process is being implemented in order to 
bring the decision-making closer to the communities. The findings might be indicating 
that no effort has been successful in informing the communities. 
5.3 IMPLICATIONS OF THE STUDY 
Narrow level participation by the women in the prov1s1on of ANC sefV!ces has several 
implications in the Zimbabwean public health care system. Low level participation does not 
build the people's confidence in determining their own needs and solutions. It encourages or 
maintains the culture of dependency on the health professionals and planners. People should be 
involved in the decision-making processes in order to determine what needs to be done and with 
which resources. 
Major objectives of PHC such as equity, affordability, appropriateness could not be achieved if 
their wide participation lacked in the provision of these services. Improvement in the people's 
health depends on their full participation in the provision of health care services. If people do 
not perceive themselves as the owners, commitment to the improvement of service is not easily 
generated nor maintained. The mothers were not attending antenatal services in the area during 
the time of the study due to the increases in the fees for service. This is a major problem as all 
the efforts to improve the health care of the women and children were defeated by the increased 
fees for services. Some women were preferring to utilise the district hospital leading to 
congestion at the hospital and poor services and ultimately dissatisfaction with the care. Cost 
containment efforts would be defeated as people present late with complications and utilise 
expensive district health facilities. 
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Lack of awareness about the structures and their functions and lack of awareness about the 
decentralisation process being implemented, might lead to failure to successfully implement the 
process. Serious consideration must be given to the education of the community on issues such 
as the decentralisation process and awareness of the structures and programmes in order for 
people to appreciate and participate meaningfully in health issues. Introducing programmes 
without involving the community in the decision-making process and without stimulating their 
own initiatives might produce major problems. One such problem relates to the lack of 
sustainability of the programmes as there will be no community ownership nor commitment. 
5.4 LIMITATIONS IDENTIFIED DURING THE STUDY 
In interpreting the findings of this research some issues posed limitations to the generalisations 
of these research results: 
• Sample size: the small sample size of 30 women that were selected from the meetings is 
not representative of all the women in Zimbabwe. 
• Sampling method: the sample was conveniently selected from those women that attended 
the organised meetings; it is therefore possible that some clients with different 
characteristics were excluded. 
Despite the limitations the study findings assisted in highlighting problems relating to 
community participation in Zimbabwe. The study highlighted narrow participation in the 
provision of ANC. Women, however, showed willingness to participate at different levels. 
The study could therefore serve as a pilot study for a bigger population from various settings in 
Zimbabwe. The health professionals in the district, where this study was conducted, could 
actually use these findings to step up the levels of community participation. More emphasis is 
needed on raising awareness about the programmes and structures and decision-making 
processes. 
5.5 RECOMMENDATIONS ARISING FROM THE RESEARCH 
• Programmes should be set up with different approaches to empower the communities to 
make their own assessments of the situations, identify problems and come up with their 
own solutions. When people are empowered they are capable of making their own 
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which each partner learns from the other. Thus some of the recommendations given by the 
women should be considered seriously, for example the formation of action groups. 
• Outreach programmes should be resumed with different approaches promoting equal 
partnerships and not merely the delivery of services, such as those applied in Indonesia (see 
chapter 2). The negative attitudes and poor relationships between the health workers and 
the community could be improved in this way. 
• Implementation of the decentralisation process: Community service needs should be 
seriously considered during the early period of implementation, one of these should be 
ensuring full participation of the communities by adopting approaches such as those that 
were implemented in Mpumalanga district in South Africa (see chapter 2). 
• The VHC is a subcommittee of the village development committee, which is a political 
structure. People might feel uncomfortable in a group that is politically affiliated, thus the 
ideas about forming an action group for solving health problems should be considered 
seriously. 
5.6 CONCLUSION 
Community participation has several advantages (Dennill et al 1995:64; NPPHCN 1999). The 
results of this research showed that women were participating at low levels in the provision of 
ANC. All the women viewed community participation as being important. However, women 
differed in the levels they would want to participate. The purpose of the study was to determine 
the extent of women's participation in the provision of ANC. Secondly, the study sought to find 
out at what level, if any, the woman wanted to be involved in the provision of ANC. 
The women studied were from Murape ward (Domboshawa) Goromonzi district in Zimbabwe. 
The study utilised Rifkin' s model for the evaluation of community participation. The indicators 
identified, as influencing community participation were leadership, resource mobilisation, 
management, needs assessment and organisation. Each of these indicators was reviewed for 
knowledge, evaluation and involvement by the women. The model facilitated the determination 
of the extent to which mothers were participating in the provision of ANC services. 
The study utilised a descriptive, exploratory, nonexperimental design. The design allowed the 
researcher to discover the perceptions and expectations of women regarding their participative 
role. The study included a sample of 30 pregnant women between the ages of 19 to 41 years. 
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The study sample was selected using the convenience sampling method as explained in chapter 
3. 
The study found that participation by women in the provision of ANC was limited in all five of 
Rifkin's indicators of participation. All the women realised the importance of community 
participation and would want to be involved in several ways, but some were satisfied with the 
contribution of fees for service. 
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Appendix A 
Interview schedule (English) 
APPENDIX A 
INTERVIEW SCHEDULE 
NO. OF QUESTIONNAIRE .................... . 
SECTION 1: DEMOGRAPHIC DATA 
I am going to ask questions about yourself, please feel free to answer questions to the best of your ability, 
I.I How old are you? ............. years. 
Yes No 
1.2 What is your marital status? Married D D 
Single D D 
Widowed D D 
Divorced D D 
Separated. D D 
1.3 What is your educational level? None D D 
Primary D D 
Secondary D D 
Tertiary D D 
1.4 What is your occupation? Unskilled D D 
Skilled D D 
Professional D D 
LS What is your spouses' occupation? Unskilled D D 
Skilled D D 
' 
2 
Professional D D 
1.6_ What is your total family income per month in Z$ 
1-7 How many children do you have (born at Chinamhora Clinic)? 
1.8 What is your permanent place of residence? Village. 
1-9 Are you affiliated to any club/ grotlp? YesD NOD 
l.10 What is the function of the group/ club? 
1.11 What is your position or responsibility held in the group/club? .... __ . __ . ____ .... __ . __ ........ _. ___ . _ 
1.12 Which church do you go to? ___ --··-· ... ··- ___ ......... ·-- ______ -·--·· .......... ---- ..................... --
SECTION 2:THE EXTENT OF COMMUNITY PARTICIPATION IN THE PROVISION OF ANTENATAL 
CARE 
I am going to ask you about your participation in the provision of antenatal care-feel free to answer the questions to 
the best of your understanding. 
2.1 What activities do mothers participate in with regards to the provision of antenatal services? 
Yes No 
(a) Peer education D D 
(b) Building and maintenance of expecting mothers' shelters D D 
(c) Village Community worker/ VHW. D D 
(d) Growth monitoring D D 
(e) Other: ................................................................................ . 
3 
Needs assessment: 
2.2. Who identifies health problems in your area? 
Yes No 
(a) Health workers D D 
(b) Village community worker D D 
(c) Village chairperson D D 
(d) Village Health Committee D D 
(e) Other: ...................................................................................... .. 
2.3 Are you as women involved in the identification of health problems Yes 0 No 0 
2.4 Tell me some of the antenatal problems in the community that women have identified with regard to the 
following: 
2.5 Accessibility to health services. 
Yes No 
(a) Financially D 0 
(b) Physically D D 
(c) Transport D D 
(d) Staff attitudes 0 D 
Availability of : 
Yes No 
(e) Material resources D D 
(f) Human resources D D 
(g) Choice of services. D D 
4 
(hj Other: ....................................................................................... . 
2.5 In the event of health problems what channels are followed? 
Yes No 
(a) Village community committee D D 
(b) Suggestion boxes D D 
(c) Village Chairperson D D 
(d) Community organisations D D 
(e) Health professionals D D 
(f) Other: .......................................................................................... . 
2.6 Are you free to give suggestions to the health workers? YES 0 NOD 
If no, proceed to question 2.8. 
2.7 If yes, proceed to question 2.6. What is usually the response of the health workers? 
(a) Issues are taken seriously 
(b) Issues are taken fairly seriously 
(c) Issues not taken seriously 
2. 8 If no to question 2.6, explain why you cannot freely give suggestions. 
(a) Fear 
(b) Health workers look down upon us 
Yes No 
D 
D 
D 
D 
D 
D 
Yes No 
D 
0 
D 
0 
(c) Health workers think we are ignorant 
(d) Have nothing to suggest. 
(e) Health workers know it all 
5 
D 
D 
D 
D 
D 
D 
(f) Other: ............................................................................................... . 
Resource mobilisation 
2. 9. Have you ever participated in any activities in the promotion of health? Yes D No 0 
2.10 If yes to Q.2.9, give examples of the activities: 
2.11. What contributions are mothers offering to the clinic and the provision of antenatal care? 
Yes No 
Nothing D D 
Cash donations/Kind D D 
Fees for service D D 
Labour D D 
Peer support D D 
Ideas. D D 
Other: ....... 
6 
Organisation 
2.12. What groups/clubs are present in your area? 
(a) Women's clubs 
(b) Youth groups 
(c) Church organisations 
( d) Community development groups 
(e) Others, specify: ........ ____ .. _ ................. _ ................... . 
2.13 Are health problems discussed at these forums? 
(a) Always 
(b) Not always I Sometimes 
(c) Never 
2.14 How do you rate your attendance to meetings: 
(a) Always 
(b) Sometimes 
(c) Never 
Leadership 
2.15 Is there a village or a Ward Health Committee in your area? 
Yes No 
D 
D 
D 
D 
D 
D 
Yes No 
D 
D 
D 
Yes 
D 
D 
D 
D 
D 
D 
No 
D 
D 
D 
YesO NoO 
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2.16 Can you rate I give an impression on the activities of the Ward Health Committee in your area. 
Yes No 
(a) Inactive 0 0 
(b) Fairly active 0 0 
(c) Active 0 0 
(d) Uncertain 0 0 
2.17 Does the Ward Health Committee cooperate with other organisations? Yes 0 No 0 
2.18 Does the Ward Health Committee represent interests of the community Yes 0 No 0 
2 .19 How would you describe the motivation of the village community worker or village health worker in your 
area? 
Yes No 
(a) Motivated 0 0 
(b) Fairly Motivated 0 0 
(c) Not Motivated 0 0 
2.20 Is it easy for the village community worker to mobilize women for health activities? 
YesO NoO 
2.21 If no to question 2.21, explain. 
·,-i 
8 
Management 
2.22 What health programs are managed by women in your area ? 
Yes No 
(a) None 0 0 
(b) Nutrition centres 0 D 
(c) Nutrition gardens 0 0 
(d) Income generating projects 0 0 
(f) Peer education 0 0 
(g) Other: ............................................................................................... .. 
2. 23 Who planned these programs? 
(a) The women as a group 
(b) Health workers 
(c) Village chairperson 
Yes No 
0 
0 
0 
0 
0 
0 
(d) Other: ............................................................................... . 
2.24 Who monitors the programs? 
(a) 
(b) 
(c) 
The women 
Health Workers 
Village Chairperson 
Yes No 
0 
0 
0 
0 
0 
0 
(d) Other: ............................................................................... .. 
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2.25 Who owns the programs? 
Yes No 
(a) The women 0 0 
(b) Health Workers 0 0 
(c) Village chair person 0 0 
(d) Donors 0 0 
(e) Other: ................................................................................ .. 
2.26 How often do you participate in answering surveys? Yes No 
(a) Always 0 0 
(b) Sometimes 0 0 
(c) Never 0 0 
2.27 How often are you involved in data collection? Yes No 
(a) Always 0 0 
(b) Sometimes 0 0 
(c) Never 0 0 
SECTION 3; PERCEPTIONS OF CURRENT PARTICIPATIVE ROl,E 
3.1 Who do you think is the owner of Chinamhora clinic Yes No 
(a) Health workers 0 0 
(b) Village chairperson 0 0 
(c) Council 0 0 
10 
(d) The community 0 0 
(e) Other: __ . _____ . __ ... ____ . __ . _ .. __ .. __ . __ .. __ ... _ ..... __ ... _ ................ _ .... _ ........ , 
3.2. In your own opinion do you think you benefit from your clinic as pregnant mothers? 
YesO NoO 
3.3_ If no, explain your answer to Q.3.2 ...... _ .... _ ..... _ ... __ ......... _ ..... _ ... __ ............. ·-· ...... . 
3 .4 Do you thiuk community participation in the provision of antenatal care is important? 
YesO NoO 
3. 5 Are you satisfied with the level of participation in the provision of antenatal care in your area? 
Yes0No0 
3.6. Explain your answer to question 3.5. 
3. 7 Are you satisfied with the general provision of health care at your clinic? 
YesO NoO 
3.8 If the answer to question 3.7 is no, explain. 
3. 9 What help are you getting from relatives, friends and other people as expecting mothers.? 
11 
SECTION 4 
MOTHERS EXPECTATIONS WITH REGARDS TO APPROPRIATE ROLES IN THE PROVISION OF 
ANTENATAL CARE 
4.1. Does the health worker seek your participation in matters pertaining to the provision of health care in your 
area? 
YesO NoO 
4.2. Do you wish to be consulted in matters concerning your health and the provision of health care? 
YesD NoO 
4.3 What activities would you want to be involved in, regarding the provision of antenatal care in your area? 
4.4 Have you ever heard about the decentralization of health care services ? YesD NoO 
4.5 If yes, explain what you understand about decentralisation of health care services. 
4. 6 Do you have any suggestions for improvement in community participation in the provision of antenatal 
health care? 
Thank you for your participation. 
i,'1¥'1 
' 1 
I 
i 
i 
; 
AppendixB 
Interview schedule (Shona) 
APPENDIX B 
INTERVIEW SCHEDULE. 
NO. OF QUESTIONNAIRE 
CHIKAMU CHEKUTANGA: DEMOGRAPHIC DATA 
Iri pepa rine mibvunzo inotsvaga ruzivo pamusoro pekubatsirana pane zvekufambiswa kwemabasa ebudiriro 
munezveutano . 
1.1 Mone makore mangani Mako re. 
Hongo Kwete 
1.2 Makaroorwa here? Ndakaroorwa D D 
Haudisai ndaroorwa D D 
Ndiri chirikadzi D D 
Takarambana D D 
Takaparadzana D D 
1.3 Makadzidza kusvika padanho ripi? Hongo Kwete 
Handina kumboenda kuchikoro D D 
Ndakagoma kupuraimari D D 
Kusekondari D D 
Kukoreji kana Kuyunivesi ti D D 
1.4 Munoita basa rei? Hongo Kwete 
Mushandi asina kudzidzira basa D D 
Mushandi akadzidzira basa D D 
1.5 
L6 
1.7 
1.8 
1.9 
1.10 
l.ll 
1.12 
2 
Mushandi ane ruzivo 
rwepamusorosoro maererano 
nebasarake 
Mumme wenyu anoita basa rei? 
0 0 
Hongu Kwete 
Mushandi asina kudzidzira basa 0 0 
Mushandi akadzidzira basa 0 0 
Mushandi ane ruzivo 
rwepamusorosoro maererano 
nebasa rake 
Munowana marii pamwedzi semhuri 
Mune vana vangani vakazvarirwa paChinamhora clinic 
Dunhu ramuno gara mazuva ose rinonziani 
Muri nhengo yeboka/ kana bato ripi (Group/Club) 
Boka kana bato iri rino shandei ? 
!mi mune chinzvimbo chipi mubazi /boka iri ? 
Muno pinda svondo ipi? 
0 0 
Z$ __ _ 
(a) HONGU 0 
(b) KWETE 0 
CHIKAMU CHECHIPIRL 
2.1 !mi samadzimai munobatsira nemabasa api pakufambiswa kwemabasa ehutano? 
Dzidzo yevezera rimwe 
Kuvakwa nekuchengetedzwa kwepekugara kwemadzimai anorindira 
Mushandi webudiriro mudunhu 
3 
Ongororo yekukura kwevana 
Zvimwevo. 
2.2 Ndiani anoona nezvematambudziko ehutano munharaunda yenyu? 
Hongu Kwete 
V ashandi vezveutano D D 
Village health worker D D 
Sachigaro wedunhu D D 
Sangano rebudiriro D D 
Zvimwevo D D 
2.3 !mi semukadzi munobatsira here kuona nazvematambudziko ehutano? 
(a) HONGU 0 
(b) KWETE D 
2.4 Ndiudzeiwo nezvematambudziko anotarisana namadzimai akazvitakura pamusoro pezveutano mudunhu 
renyu? 
Accessibility to health services-
Hongu Kwete 
(a) muripo 
(b) kuvapedyo nekusvikika D D 
(c) Zvifambiso D D 
(d) mabatirwo uevashandi D D 
Kuvepo kwe: 
Hongu Kwete 
4 
(a) zvishandiso 0 D 
(b) vashandi 0 D 
(c) sarudzo yorubatsiro 0 D 
(d) Zvimwevo 0 0 
2.5 Kana paine matambudziko ehutano ndeapi makwarwa anotevedzwa? 
Hongu Kwete 
(a)Gungano rezvebudiriro munharaunda D D 
(b )Zvibokisi zvekupa mazano 0 0 
(c)Vatungamiri vedunhu 0 0 
(d)varongi vedunhu 0 D 
(e)vashandi vezveutano D 0 
(f)Zvimwewo 0 0 
2.6 Makasununguka here kupa mazano kuvashandi vezveutano? (a) HONGU 0 
(b) KWETE D 
Kana mhinduro iri kwete endai kumubvnnzo 20. 
2.7 Kana mhinduro iri hongu , vashandi vezveutano vanozvionasei? 
Hongu Kwete 
(a) V anozvikoshesa 0 D 
(b) Havanyanyi kuzvikoshesa D 0 
(c) Havazvikoshesi D 0 
5 
2.8 Kana mhinduro iri kwete , tsanangura kuti sei musinga sununguki kupa mazano? 
Hongu Kwete 
(a) kutya 0 0 
(b) kutarisirwa pasi nevashandi veutano 0 0 
(c) (vashandi veutano vanofungakuti hatina zvatino ziva 0 0 
(d) hatina mazano okupa. 0 0 
(e) Vashandi veutano vano ziva zvose. 0 0 
(f) Zvimwevo. 0 0 
2.9 Makambotorawo here danho mukukurudzira hutano? (a) HONGU 0 
(b) KWETE 0 
2. 10 Kana rnhinduro iri hongu ipai mienzaniso yeurongwa . ----------------------
2.11 Madzimai ari kutsigira sei kuonekwa kwemadzimamai anenge akazvitakura neveutano? 
Hongu Kwete 
(a) hapana 0 0 
(b) Rubatsiro rwemari kana zvimwewo 0 0 
(c) Muri po 0 0 
(d) Rubatsiro kubva kushamwari 0 0 
(e) Mazano D 0 
(f) Zvimwevo. 0 0 
6 
2.12 Ndaapi mapazi I masangano ari mndunhu renyu? 
Hongu Kwete 
(a) Masangano emadzimai D D 
(b) Masangano evechidiki D D 
(c) Masangano emakereke D D 
(d) Mapazi ezvekubudirira kwezvematunhu D D 
(e) Marnwewo D D 
2.13 Matambudziko ezveutano anokurukurwa here pamasangano aya? 
Hongu Kwete 
(a) Nguvadzese D D 
(b) Dzimwe nguva D D 
(c) Kwete. D D 
2.14 Munopinda misangano iyi zvakadini? 
Hongu Kwete 
(a) Nguva dzese D D 
(b) Dzimwe nguva D D 
(c) Kwete D D 
2.15 Mudunhu menyu mune ward health committee here? (a)HONGU D 
(b)KWETE D 
7 
2.16. Mungape maonero enyu here pamashandiro egungano rezve utano munharaunda yenyu 
Hongu Kwete 
(a) Vanoshanda D D 
(c) Vanoshandawo havo D D 
(d) Havashandi D D 
(e) Handizivi D D 
2. 17 Does the ward health Committee cooperate with other ogamisations (a) HONGU 0 
(b)KWETE D 
2.18 WHC inoona nezvematambudziko ehutano hwevanhu vese here? (a)HONGU D 
(b)KWETE D 
2.19 U noona sei chi do ncbasa chemushandi webudiriro munharaunda? 
Hongu Kwete 
Vane chido chaizvo D D 
Vane chido zvishoma D D 
Havana chido zvachose. D D 
2.20. Zviri nyore here kuti mushandi webudiriro mudunhu (VCW)aunganidze rnadzimai pazvirongwa 
zveutano? 
(a)HONGU D 
(b)KWETE D 
2.21 Kanamhinduro iri kwete pamubvunzo 2.20.tsanangurai 
8 
2.22. Ndehupi hurongwa hwezveutano huri kutungamirwa nemadzirnai munharaunda? 
Hongu Kwete 
Ha pan a D D 
Nzvimbo dzine kudya kunovaka muviri D D 
Mapindu anorimwa kudya kunovaka muviri D D 
Zvirongwa zvino unza mari D D 
Dzidzo yevezera rimwe chete. D D 
Zvimwevo D D 
2.23. Hurongwa uhu hwakaitwa naani?. Hongu Kwete 
Madzirnai ari pamwe chete D D 
Vashandi vehutano D D 
Village chairperson D D 
Vamwevo D D 
2.24 Anoona kuti hurongwa uhu hurikufambiswa zvakana ndiani? 
Hongu Kwete 
Madzirnai D D 
Vashandi vhutano D D 
Village chairperson D D 
Vamwewo D D 
2.25 Muridzi wehurongwa uhu ndiani? Hongu Kwete 
Madzimai D D 
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V ashandi vautano D D 
Village chairperson D D 
Vabatsiri vekunze D D 
Vamwevo D D 
2.26 Munopinda muzvirongwa zvekupindura mibvunzo yekuongorora mafambisirwo ezvinhu zvakadini? 
Hongu Kwete 
(a) Nguva dzakawanda D D 
(b) Dvimwe nguva. D D 
© Handipinde D D 
2.27 Muno batsira kangani pakutsvagurudzwa kwehumbowo hwemafambisirwo ezvinhu? 
Hongu Kwete 
(a) Nguva dzakawanda D D 
(b) Ncnguva dziri kure D D 
© Handibatsire D D 
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CHIKAMU CHECHITATU: 
3.1 Ndiani wamunoona semuridzi wekiriniki yeChinamora? 
Hongo Kwete 
V ashandi veutano D D 
Chairperson vedunhu D D 
Council D D 
Vanhu vemudunhu D D 
Vamwevo D D 
3. 2 Pakufunga kwenyu mungati madzvimai akazvitakura arikuwana ruyamuro rwakakwana here 
pakiriniki yenyu? (a)HONGU D 
(B)KWETE0 
3.3 Tsananangurai mafungiro enyu. 
3.4 Munoona here zvakakodzera (kana lmkosha) kuti vanhu vemumusha vabatsire panezveutano 
zvakafanana nezweutano hwemadzimai akazvitakura (a)HONGU0 
(b)KWETE D 
3 .5 Munogutsikana here nekubatsira kwamunoita pane zveurongwa hweutano hwemadzimai 
akazvitakura. (a)HONGU D 
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(b)KWETE D 
3.6 Tsanangurai mhinduro yenyu ---------------------------------------------------------------------------------
3.7 Munogutsikana here nekubatwa kwebasa rehutano, nemarapirwo paclinic yemudunhu menyu? 
(a)HONGU D (b)KWETE D 
3 . 8 Kana mhinduro iri kw etc tsanangurai. ----------------------------------------------------------------------
3. 9 Munowana rubatsiro rudzii semadzvimai akazvitakura kubva kuhama, shamwari kana 
vamwewo? -------------------------------------------------------------------------------------------------------
CHIKAMU CHECHINA 
4. I Vashandi vehutano vanombokukumbirai mazano nerumwerubatsiro here pan ya ya 
dzekufambiswa kwebasa rezveutano? (a)HONGU D 
(b) KWETE. D 
4.2 Munoshuva here kubvunzwawo nezvenyaya dzeutano kanamabatsirirwe enyu panyaya 
dzeutano hwenyu? (a)HONGU D 
(b)KWETE D 
4.3 Mungade kupindira sei panyaya dzeutano hwemadzimai akazvitakura? 
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4.4 Makambonzwa here nezvekugovanwa kwamabasa nemasimba mubazi rezveutano? 
(a)HONGU D 
(b)KWETE D 
4.5 Kana mhinduro iri hongu munozvinzwisisa sei pamusoro pekugovana mabasa namasimba mubazi 
rezveutano 
4.6. Mune mazano here amunoda kupa pamusoro pekubatsira kweruzvinji munyaya dzezveutano? 
Mazvita nenguva yenyu 
Appendix C 
Checklist 
APPENDIX C. 
CHECKLIST 
1. 
SECTION A: Information from charge Nurse 
Conformation of existence of organisational structures Yes No Created by 
(i) Village Health Workers/village community workers 
(ii) Village Health Committee/village committee 
(iii) Ward Health Committee/Ward committee 
2. 
Minutes of meetings held with Date of last meeting No record 
(i) Village Health Committee 
(ii) Ward Health Committee 
(iii) GROUPS/CLUBS 
(IV) OTHER DEPARTMENTS 
3. Attendance at meeting with village or ward committees 
GOOD 
POOR 
NO RECORD 
2 
4. 
Record of contributions from the community YES NO 
FEES 
CASH AND KIND 
OTHER DONATIONS 
5. Letters of communication with community and other organisations: 
YEsD NoD 
6. Record of community health projects in the catchment area: 
YESD 
SECTION B: INFORMATION FROM THE VILLAGE COMMUNITY WORKERS (VCW) 
1. Health related meetings held with the community during 1999 
vcw 1 2 3 4 5 6 7 8 
YES 
NO 
3 
2. Record of meeting with the people 
vcw 1 2 3 4 5 6 7 8 
YES 
NO 
3. Health records kept by the VHW/VCW 
vcw I 2 3 4 5 6 7 8 
YES 
NO 
List ofrecords kept: 
(i) Records of cement supply 
for building toilets 
(ii) Register for members of 
income generating projects 
4. Record of income generating projects 
vcw I 2 3 4 5 6 7 8 
YES 
NO 
4 
5. Records of health projects 
vcw I 2 3 4 5 6 7 8 
YES 
NO 
6. Record of groups/clubs in the area 
• 
vcw I 2 3 4 5 6 7 8 
YES 
NO 
7. Is there a Ward Health Committee in your area? 
vcw I 2 3 4 5 6 7 8 
YES 
NO 
I, 2, 3, 4, 5, 6, 7 and 8 represents the village community workers. Two of the eight VCW took 
care of two villages each. 
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AppendixE 
Application for clearance 
Ms R. B. Chitambo 
P. 0. Box A 1254 
Avondale 
Harare 
1 November 1999 
Mr. P. Ndebele (MRCZ Liaison Officer) 
Medical Research Council of Zimbabwe 
Josiah Tongogara I Mazowe Street 
HARARE 
Dear Sir 
RE: CLEARANCE FOR A RESEARCH STUDY BEING UNDERTAKEN BY 
MS RUTH BERTHA CHITAMBO - A MASTER OF ARTS IN NURSING 
SCIBNCE STUDENT AT THE UNIVERSITY OF SOUTH AFRICA 
(UNISA) 
I am writing to request for clearance to undertake a research study as part of fulfilling 
requirements for my programme of study. I am a student currently registered with 
UNISA. My programme of study is The Degree of Master of Arts in Nursing Science 
with specialization in Community Health Nursing. 
The study title and the site where the study will be undertaken are outlined as below. 
Title of the study: The Expectations of Mothers Regarding Community Participation 
In Antenatal Care In The Murape Ward Of Goromonzi District In 
Zimbabwe. 
Study site: Murape Ward, Goromonzi District, Zimbabwe. 
Please find attached the research proposal and the research instrument to be administered 
to the subjects. 
Thank you in advance. 
Yours faithfully 
R. B. Chitambo (Ms) 
Appendix F 
Clearance letter for study and 
testing instrument 
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APPENDIX F 
Ms. R.B. Chi1::.::L1L: 
Bo.x Al2:'-I 
H:1r:1rc 
RE: .PERl'\'tl~"'i!Q.N..I ... <..u,:·:\_i~j!)~Ql,,T iU~E::iJi:.i!iU.i j:1:uJ.J'....IS"):J!;l(-\l~1.:....W .. ~KQ ... GOROMONZI 
DISTRICT. 
Dear Ms Chi1:.111i.>l1 
Your kiter d:11.:-.:l 12 ::i.v1~·111h.·1· Iv-.;•; 1.:-l~·i" :.:1. 
I am happy 10 iul~flii _;,lli il"1:.1 tl.: o;,.ri· • ."i I i..::ilai1 i:\i::1:i11~· i.:a:i :1.;;a"~\.'d '" :111..:m )IJll 10 l."arry Olli your 
research in Gor~1111.1111.i D; ~if1L:1. 
. •. 
Please IC.-cl fr.:.;.· 1.1 :;µp.-::v."li 1as iuf :111;. i::1"ur1:1: •• ;.1:: i:::11 .a•u r •. -.1111.-:. W: f:d 1his s111d) is going to hdp us 
idcntil~· the prubl.:-11is 1h:il :.n~-.:1 ~·.:111i1iuu1:1~ i1.1 ..:1. :;1::11i i;a 1i1.· .:;_,,-, i~-.:,; 1h:11 ''.: pro\"idc. 
Yours F:1i1hli1iir 
.i ~ ~ °"'\.".L*'. "·,,:.:., 
R. Mmcn1a 
Dis1ric1 N11rs;1;:1- 01r1::! 
for: DISTRICT \li'.f)l\.':'.L 0Ff:h."'i.'.i··. i...i)IUA:U.'.i.: :): . .;·n,1C: 
Appendix G 
Clearance letter for study 
APPENDIX G 
Telephone: 79179217911931792747 
Telefax: (263) - 4 - 792480 
E-mail: mrcz@blair.co.zw 
Ref: MRCZ/A/859 
Ms RB. Chitambo 
POBoxA1254 
Avondale 
Harare 
Dear Ms Chitambo 
Medical Research Council of Zimbabwe 
Josiah Tongogara I Mazoe Street 
P. 0. Box CY 573 
Causeway 
Harare 
Date 29 September 2000 
Thank you for your proposal on: "The Expectati!!!!s ofMotben! Regardi!!g Cornmu11ity 
Participation in Antenatal Care in the Murape Ward of Goromonzi District in 
Zimbabwe" which was reviewed and the following recommendations/amendments were 
made: 
N/A 
Your proposal was approved/rejected. Reasons for rejection: 
.. Approved .................................... . 
Other: 
Please be reminded to send i.n. y()ur research results for our 
Health Research Database 
\ 
\ Kind regards from the MRCZ Secretariat. 
. 
'fitlt(L......................... ...................................... . 
FOR CHAIRMAN, MEDICAL RESEARCH COUNCIL OF ZIMBABWE 
IN NOVA TJVE RESEARCH IN HEALTH DEVELOPMENT 
Executive Committee: Prof F. YV.G. Hill (Chalrman), Ms G.N. Mahlangu (Vice Chairperson) 
Dr. SK. Chandiwana (Secretary) 
AppendixH 
Study time-table 
APPENDIXH. 
STUDY TIME TABLE 
TASK DATES 
Research Proposal June 1999 - July 1999. 
Literature Review July 1999 - May 1999. 
Development of Instruments September 1999 - November 1999 
Data Collection November 1999 - December 1999 
Analysis of Data January 2000 - March 2000 
Write Up April 2000 - June 2000. 
Appendix I 
Study budget 
APPENDIX I. 
Stationary 
Secretarial services 
Travel and subsistence 
Miscellaneous 
Total 
STUDY BUDGET 
Z$ 
2400 
3000 
6000 
1500 
12900 
R 
400 
500 
1000 
250 
2150 
